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Low Back Pain 


—Enology, Diagnosis and Treatment 


by 


FREDERICK J. GAENSLEN, M. D. 
Milwaukee, Wisconsin 


HE subject of low back 
pain is both difficult 
and important; diffi- 
cult because of the many etiological factors in- 
volved and important because of the frequency of 
the condition as well as because of the medi- 
colegal implications. 

In approaching these low back cases it is prob- 
ably well to assume that each one has a very 
definite underlying pathology waiting to be fer- 
reted out, and that we are not dealing merely 
with a sciatica so-called for which symptomatic 
treatment will suffice. With our present day un- 
derstanding of the various pathological possibili- 
ties, we are certainly in a much better position to 
discover the true nature of many of the cases 
than we were even 10 years ago. 

At the outset I should like to state that while in 
the majority of instances we may arrive at a 
diagnosis sufficiently satisfactory for a working 
hypothesis, there are many cases in which even 
after careful study we must confess a doubt not 
only as to the nature of the lesion but as to its 
exact location as well. Not infrequently also a 
combination of lesions adds to the difficulty. The 
importance of remote foci of infection, postural 
defects, marked anatomic variations from normal 
and neurological conditions must always be kept 
in mind as primary or secondary factors in the 
production of symptoms or perhaps in aggrava- 
tion of symptoms after injury. The most frequent 
seat of trouble is without doubt in the lumbo- 
sacral, less often in the sacro-iliac and low lumbar 
regions. 

Goldthwait pointed out long ago that the lum- 
bosacral region is subjected to great stress be- 
cause it represents the junction between the very 
mobile lumbar spine and the fixed pelvis. In 
his pioneer studies he also called attention to 
the fact that the lumbosacral joint is a very weak 
joint mechanically, and that the frequent anomal- 
ies which admittedly predispose to strain are 
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probably due to the fact that 
in the process of evolution 
the latest important postural 
change, the assumption of the upright position, 
has not as yet been adequately compensated by 
suitable anatomic structural changes. 


YMPTOMS. These patients come to us com- 

plaining of pain which may be local in the 
low back or referred down the extremities. This 
pain is usually aggravated by activity, especially 
lifting and stooping. Recumbency often relieves 
pain in lumbosacral lesions, presumably because 
of elimination of weight bearing. In sacro-iliac 
strain there is often a history of aggravation of 
symptoms in the early morning hours. Gold- 
thwait reasoned that as a result of gradual re- 
laxation of ligaments the lumbar lordosis becomes 
effaced and the sacrum rotated on a transverse 
axis, the upper end moving backwards. During 
the first hours of sleep the discomfort is not suffi- 
cient to arouse the patient to consciousness, but as 
strain continues he is finally awakened by the 
gradually increasing pain. Recurrence or aggra- 
vation after incomplete recovery is frequent. 
Many of the industrial patients have an associated 
neurosis expressing itself in apprehension that 
their earning capacity is greatly and permanently 
impaired. 


NSET. The onset is usually in middle life. 

Low back pain of the type under considera- 
tion is almost unknown in children. This is due 
to the fact that in childhood the epiphyses are 
still open, thus permitting the spine and pelvis 
to absorb stresses and strains more effectively. 


OSTURE. Defects of posture are of prime 

importance as pathological factors. In a pa- 
tient with large pendulous abdomen and increas- 
ed lordosis it will be readily understood that 
superincumbent weight must be transferred in 
greater degree than normal to the lumbosacral 
facets. Dr. Lloyd Brown, of Boston, has empha- 
sized the importance of what he speaks of as fac- 
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tors of safety in joints. , This has special signifi- 
cance for the lumbosacral articulation. A normal 
range of motion in flexion and extension at this 
joint is only possible if the habitual position cor- 
responds roughly to the midposition. If the spine 
is habitually held in hyperextension as it is in 
patients with extensive lordosis, then only slight 
additional extension will cause the normal limit 
to be exceeded with resulting mechanical block, 
pain and disability. Habitual hyperextension 
means a shifting of the articular facets, one upon 
the other, with consequent narrowing of the in- 
tervertebral foramina and the possibility of pres- 


sure on the spinal nerves as they pass through 
these openings. 


CCUPATIONAL STRAIN. Occupational 

strain should always be thought of as a pos- 
sible cause of low back pain. We know that we 
are apt to develop backache when we slouch in 
Pullman chairs or automobile seats, especially 
during long rides. Slouching posture at desk or 
work bench must inevitably reduce the factor of 
safety in the joints in question with resulting 
fatigue and joint strain. Flat foot is a common 
source of trouble, not infrequently intimately re- 
lated to low back pain. In general one may say 
that any long continued deviation of body weight 
and consequent shifting of the center of gravity 
from normal is accompanied by strain and that 
this naturally predisposes to injury. Posture 
should, therefore, always be given careful con- 
sideration and deviations from normal corrected 
if possible. 


RAUMA. As an exciting factor trauma oc- 

cupies a position of very considerable impor- 
tance. This may be minor or major in character. 
Under minor we would have in mind lifting 
strains with tearing of a few fibers of ligaments or 
muscles controlling especially the lumbosacral 
joint and the corresponding facets with the result 
of pain and spasm, and presumably traumatic 
arthritis. Occasionally, as Lowman, of Los Ange- 
les, has pointed out, the x-ray will disclose calci- 
fication of the iliolumbar ligaments extending 
from the fourth and fifth transverse processes to 
the crest in the iliac. When there is tenderness 
at these sites it must be assumed that these liga- 
ments have been under strain sufficiently great 
to produce symptoms. In major injuries, such 
as fractures of vertebral bodies or of the trans- 
verse processes with incomplete restoration of 
form, disturbance of function and pain are, of 
course, quite likely. 


ISPLACEMENT OF THE INTERVERTE- 

BRAL DISCS. Displacement of the inter- 
vertebral discs as a cause of low back pain has 
been described by Dandy and others. A brief 
report of one of our own cases of this type may be 
of interest. The patient, a man of about 45, while 
assisting in lifting an automobile truck from its 
chassis, experienced a sudden extreme pain in the 
low back just as he set down his load, but he was 
able to continue at work. Several weeks iater, 
on getting out of a warm bath and walking across 
the bathroom floor, he suddenly felt as though 
someone had hit him in the back with a baseball 
bat and he fell to the floor. When I saw him a 
few days later there was marked and extensive 
paralysis of both legs. On the basis of Dandy’s 


INDUSTRIAL MEDICINE 


March, 193 


description of the condition, a diagnosis of slippe: 
intervertebral disc was made. Because of failur, 
of conservative treatment, including traction, 
laminectomy was performed at which a definit 
hump was discovered projecting into the neura 
canal at the level of the interspace between th. 
fifth lumbar and the first sacral vertebrae. Re 
moval of the mass from in front of the caud: 
equina was not feasible because of the patient’ 
general condition so that decompression and con 
tinued traction were relied upon. As a matte 
of fact, he did improve considerably but not suffi 
ciently to satisfy us, so after a period of thre¢ 
months of traction we decided to re-operate. In 
exposing the region, however, it was found that 
the mass had disappeared. In other words, dur- 
ing the period of traction the slipped disc had 
gradually found its way back to its normal site. 
This man has made a fair recovery; he is able to 
attend to his work as manager of a garage, but 
his physical activities are still considerably re- 
stricted. 


THER CAUSES. Aside from the traumatic 
lesions described, there must always be kept 
in mind chronic hyperthrophic joint changes as 
well as the specific arthritides, tuberculous, Neis- 
serian, and other infections, metastases due to 
malignancy elsewhere, and pelvic disease in 
women. In the diagnosis of the specific types of 
arthritis the symptomatology and general physi- 
cal signs, laboratory findings and x-ray studies 
must be relied on. Sacral metastases secondary 
to carcinoma of the prostate deserve special men- 
tion. The primary tumor may exist in the pros- 
tate for a long time without producing any local- 
izing symptoms so that it is not an unusual ex- 
perience to have the x-ray give the first clue to 
prostatic malignancy because of the rather char- 
acteristic bone changes in the sacrum and ilia. 
As regards pelvic disease in women, I think it 
is fair to say that useless operations for backache 
erroneously attributed to malposition of the 
uterus are far less frequent than they were years 
ago. Retroflexion and retroversion are so fre- 
quent that there are those who wonder what is 
the normal position of the uterus. If there is mal- 
position of the uterus one should not hold it 
responsible for low back pain until examination 
by orthopedic methods has ruled out skeletal! 
irregularities and mechanical derangement. 


XAMINATION. Since the diagnosis in low 
back cases is often difficult, a thorough 
systematic examination should be made in order 
to assemble all available facts. Inspection will 
disclose postural defects, such as increased or 
diminished lordosis, scoliosis, inequality in length 
of legs, list to one side, flat feet, knock knee, and 
other deviations from normal. Local spasm of 
muscles and tenderness should be carefully noted. 
In lumbosacral lesions tenderness is apt to be 
directly over this joint, often more marked on one 
side; in sacro-iliac lesions tenderness is more apt 
to be at the lower border of the sacro-iliac joint 
near the posterior inferior spine where the joint 
is more accessible to the palpating finger. Mag- 
nuson offers the valuable suggestion of checking 
and rechecking tender points and marking them 
with different colored crayons as an aid in detect- 
ing the malingerer and the neurotic. 
In testing spinal motion we should fix our at- 
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ention particularly on the lower lumbar spine. 
Vhether the patient can or cannot touch the floor 
neans nothing, because hip flexion may compen- 
sate for a stiff low back. The motion of the hips 
hould always be examined because not infre- 
juently there may be a hip lesion which is not 
suspected. The only advantage we see in carry- 
ing out the motions of the spine in the sitting pos- 
ture is that in sacro-iliac involvement motion is 
more free sitting than standing. That is, if the 
patient has a sacro-iliac strain and he bends_for- 
ward, he will be limited considerably in the 
standing position. If he is in the sitting position, 
due to relaxation of the hamstring muscles, he 
can bend the spine much more than when 
standing. 


AIT. In the normal gait the pelvis is raised 

on the side of the advancing leg so that the 
corresponding foot may clear the ground. Since 
the trunk is maintained erect, there is a compen- 
sating lumbar curve to the opposite side. This 
requires a constant play in the sense of side bend- 
ing of the lumbar spine to right and left alter- 
nately, a constant equilibration. 

In lumbosacral lesions this equilibrating mo- 
tion of the lumbar spine is lost but there is less 
apt to be a limp because a limp would not assist 
materially in shifting the weight to non-sensitive 
portions. In sacro-iliac lesions the equilibrating 
movements, while somewhat limited, are less in- 
terfered with than in lumbosacral. A limp is 
more apt to be definite because of the effort to 
shorten the painful weight bearing period on the 
affected side. 

In addition to ordinary walking, it is well to 
have patients walk on toes, which they usually 
do better than walking on the whole foot because 
the added spring in the toe walk relieves the jar- 
ring; heel walking is apt to accentuate peculiari- 
ties in gait for the reason that the jarring is in- 
creased. Walking on the outer borders of the 
feet and on the inner borders is usually added 
since it gives one a fair idea of muscle power, 
flexibility or rigidity of the feet, as well as of the 
patient’s cooperation. In addition, the patient is 
asked to hop the length of the room first on one 
foot and then on the other. This will accentuate 
disabilities already noted. If the lumbosacral 
region is involved, he is likely to hop poorly on 
either leg; if one sacro-iliac joint is affected, he 
will hop poorly on the affected side and well on 
the opposite side. Considerable help is obtained 
in these walking and hopping tests in determin- 
ing whether or not the patient is cooperating 
wholeheartedly. If weakness is shown in isolat- 
ed muscle groups in these tests, further study is 
indicated to eliminate neurological conditions, in- 
cluding spinal tumor. Inconsistency in muscle 
power tests should lead to suspicion of malinger- 
ing. 

Among other tests of value in differentiating 
between lumbosacral and sacro-iliac lesions there 
should be mentioned especially attempts at sepa- 
ration and compression of the iliac crests and the 
hyperextension test described by the writer some 
years ago. If these tests are positive, i. e., if pain 
either local or referred, is elicited by these man- 
euvers, sacro-iliac disturbance is indicated. Nega- 
tive tests are of little value. 

The localization of referred pain has not given 
Js information which we regard as very helpful, 
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although we are more apt to think of sacro-iliac 
lesions when the pain is referred down the back 
of the thigh and outer side of the leg and foot, and 
of lumbosacral lesions when the pain is referred 
down the front and outer side of the thigh. 
However, the studies of Steindler, Wentworth, 
and Herndon show that the same type of radia- 
tion may be found in both types of lesions. 

The roentgenogram is a very important aid in 
diagnosis. Great progress has been made in the 
last few years. The anteroposterior views should 
always be stereoscopic. In addition there should 
be not only lateral but also right and left oblique, 
or quartering, views, stressed by Ghormley to 
disclose the relations and irregularities of the 
facets. 

X-rays should be studied systematically to avoid 
overlooking any evidence of pathology. 


NOMALIES OF THE LOWER SPINE. The 

. association of anomalies of the lower spine 
with low back pain is so frequent that deviations 
from the normal are commonly regarded as pre- 
disposing to weakness and strain. Where a large 
transverse process articulates on one side with the 
sacrum or ilium or with both, abnormal strain on 
certain movements may be assumed. That a pro- 
cess not actually articulating but long enough to 
contact with the sacrum or ilium during certain 
movements may cause pain is also self evident. 
Side bending under such circumstances may read- 
ily cause pain. Impingement, however, must not 
be taken for granted until stereoscopic x-rays or, 
better still, x-rays taken at 45 degree angle, show 
that the parts are close enough together to actu- 
ally come in contact, at least in certain conditions. 
I believe these cases are rare. 

Impingement, of course, is more likely in cases 
of deeply seated sacrum in which case the fifth 
lumbar may lie entirely below the level of the 
crests. 


PONDYLOLISTHESIS. While this condition 

was first described by an obstetrician, ortho- 
pedic literature shows many more references 
to the subject in recent years than does the ob- 
stetrical. In patients with markedly increased 
lordosis, there is a shifting of the body weight to 
the posterior half of the bodies of the vertebrae 
and to the facets. When these facets are strong, 
well formed and normal in their anatomy, noth- 
ing may happen, but if there should be a defect 
in them there is a gradual giving way and slip- 
ping of the fifth lumbar vertebra forward and 
spondylolisthesis develops. It is recognized by 
increased lordosis, by prominence of the first 
sacral spinous process, local tenderness and im- 
paired mobility. A transverse sulcus extending 
across the back just above the crest of the ilium 
due to shortening of the back is often noted. 
Lane, of London, was of the opinion that spon- 
dylolisthesis was due to elongation of the laminae. 
I have never seen an x-ray or vertebra showing 
the laminae elongated. It is generally assumed 
that spondylolisthesis is possible only when there 
is a defect in the laminae. The diagnosis of de- 


fective laminae or so-called separate neural arch 
is not easy and certainly not from an x-ray point 
of view. 

In discussing this with Dr. Todd, Head of the 
Anatomical Department of Western Reserve Uni- 
versity in Cleveland, he said that they had x-ray- 
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ed a large number of cadavers in an effort to dis- 
cover separate neural arches and could not find 
them. In some instances the separate neural even 
eluded discovery during dissection and were 
found only after assembling the parts after pre- 
paration of the skeletons. This shows that, even 
when you are on the lookout, it is difficult to find 
them. 

The importance of lesions about the facets in 
relation to low back pain is being realized more 
and more. Goldthwait, in 1912, in his studies 
called attention to the fact that the sacro-iliac 
joint was a very weak joint; that if it were not 
for the facets the fifth lumbar would readily slip 
down. The facets in the coronal plane offer more 
security than those in the sagittal plane. Not in- 
frequently you find facets in the sagittal plane on 
one side and in the coronal plane on the opposite 
side. The asymmetry of the facets must be re- 
garded as evidence of potential weakness. Em- 
phasis is also laid on the fact that the articula- 
tions formed by the facets are really true joints; 
that the facets are covered by cartilage; that 
there is a synovial membrane and a capsule, and 
that these are subject to all the stresses, strains 
and diseases that any joint is subject to. It is 
readily understood that if you have any injury to 
such a joint as from a fall, a twist or a blow, an 
effusion into the joint and all the symptoms usu- 
ally associated with arthritis may develop. In 
a patient with marked lordosis you may have 
spurs forming around the facets, erosion of car- 
tilage and thinning of the joint space, so well 
described in Chandler’s excellent monograph, 
and all the changes that go with our conception 
of chronic traumatic arthritis. When these facets 
slip by one another, as they do when the liga- 
ments are overstretched or torn, it is easy to see 
that the foramina may be narrowed to a cer- 
tain extent. Danforth and Wilson have called at- 
tention to the fact that between the fourth and 
fifth the foramen is smallest, whereas the fifth 
nerve is the largest one, so that a comparatively 
slight narrowing of the foramen may cause com- 
pression of the nerve. The Germans do not be- 
lieve that the actual encroachment on the nerve 
by narrowing the foramen is likely. They do not 
say it does not occur, but believe it is certainly an 
unusual occurrence. They feel that even though 
there may be considerable narrowing, there is 
still sufficient space for the nerve without dan- 
ger of pressure. 

Spina bifida occulta in my experience is not 
responsible tor backache though it may predis- 
pose to injury. In a patient operated recently 
a spina bifida occulta with defect involving the 
upper three sacral segments was present. The 
tips of the posterior spinous processes formed a 
loose mass somewhat resembling a date seed in 
size and shape, pressure upon which from a chair 
or even when lying in bed was directly communi- 
cated to the nerve roots lving in the neural canal 
with resulting severe pain. 


UCLEUS PULPOSUS. Collapse of the nuc- 

leus pulposus is a relatively new finding. 
Up to within a few vears ago we did not pay 
much attention to the intervertebral discs. We 
thought of them merely as cushions or shock 
absorbers of the spine. Now we know that the 
discs, and especially the nucleus, may be the seat 
of definite pathology of interest to the orthopedic 
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surgeon. A good deal of work has been done b 
Schmor! and Junghans in Germany, and in th 

country by Williams, Compere and others. As 

result of injury there may be a caving in of th 
cartilage plate of a vertebra and a herniation « 

the nucleus pulposus through the defect into th 
cancellous bone of the body. As a result of th. 
escape of the nucleus pulposus the cushion bx 
comes thinner and the body of the vertebra abov: 
settles on that below, and you have again th 
facet syndrome because you cannot have a low 
ering of the body without having a shifting of th 
articular processes one on the other. Not onl 
that, but the bodies themselves come into close: 
contact. On one side or the other extending alon; 
the articular margin of the vertebrae, the occur 
rence of spurs will be noted which may give ris 
to pain on certain movements. 


ORIZONTAL SACRUM. The so-called hori- 

zontal sacrum is another factor in the pro- 
duction of low back pain. In this condition the 
weight of the body is shifted posteriorly. The 
sacrum will, therefore, have a tendency to rotate 
on a transverse axis, the upper end forward and 
the lower end backward, giving the sacrum a 
much more horizontal position. Not infrequent- 
ly, however, one finds a horizontal sacrum in 
cases in which there is no increased but a 
diminished lordosis. German writers have attri- 
buted this to a rachitic deformity. I have neve: 
warmed up to that conception, but I have no 
other explanation to offer. The weight will be 
borne largely on the facets and on the posterior 
margin of the vertebra. The condition has been 
called reversed spondylolisthesis because here 
there is no slipping down of the fifth lumbar on 
the sacrum but a creeping of the sacrum under 
the fifth lumbar. 


UPERNUMERARY FACETS. Supernumer- 

ary facets have been noted in two of our 
cases. They should be regarded as predisposing 
to weakness and, therefore, to prolongation of 
symptoms after injury. 


YOFASCITIS. There is one other group 

that I would like to call attention to that 
has been called by Albee myofascitis. He _ be- 
lieves that in 90% of low back pain cases the 
difficulty is due to this condition. It is charac- 
terized by tenderness, more diffuse than that 
found in the lumbosacral or sacro-iliac lesions, and 
associated with signs of toxemia, such as head- 
ache and general malaise. He believes that the 
colon is largely responsible for this and stresses 
the point that it is not a forgone conclusion that 
because a patient has a bowel movement every 
day there may not be an intestinal toxemia. There 
may be general sluggishness all along the tract. 
The treatment, he believes, should be colonic lav- 
age, examination of the intestinal flora, and a 
modification of this when found necessary. This 
reminds me that Ridlon years ago said he had 
cured many a patient with low back pain with 
senna tea. 

One of the vexatious questions is the relation 
of a previously existing hyperthrophic arthritis 
to symptoms following an industrial accident. 
This is sometimes a very difficult question to set- 
tle. German writers have stressed the follow- 
ing points—acceptable evidence must be adduced 
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. show that a pre-existing arthritis has actually 
ecome aggravated more rapidly after the acci- 
lent than would have been expected in the ab- 


ence of trauma. Reference is here made parti- 
cularly to increase in spur formation, and this 
increase must take place within a reasonable time, 
probably in the neighborhood of six months. 
Furthermore, a simple lifting effort no greater 
than is incidental to the ordinary routine work 
of the employee is not regarded as an accident. 
In this country we are apt to accept as an injury 
due to accident the apparently minor lesions re- 
sulting from simple lifting strains on the basis 
that an employee appeared perfectly able to do 
certain work day after day while after injury as 
described he is unable to carry on. It is cer- 
tainly logical to care for him during the period 
of the acute disability, but it does not seem quite 
reasonable to charge industry with months and 
often years of invalidism arising from minor acci- 
dents. Employees approaching the end of their 
period of usefulness and younger individuals with 
predisposing low back anomalies must be regard- 
ed as especially vulnerable, liable to prolonged 
disability following such minor strains as, for ex- 
ample, are incidental to stoking a furnace or shov- 
eling snow. 


REATMENT. Determination of the etiologi- 

cal factors involved will usually indicate the 
general lines of treatment. Postural and occu- 
pational strains should, of course, be avoided or 
corrected. A short educational talk on posture, 
including. attention to proper seating and avoid- 
ance of slouching positions, especially reading in 
bed, is helpful in securing intelligent cooperation 
of the patient. Exercises, belts, and corsets all 
have their proper place. Adhesive plaster strap- 
ping across the low back sometimes reinforced 
by longitudinal straps running from the root of 
the neck to the sacrum is a great help in reliev- 
ing the erector spinae muscles from strain. In 
the more severe cases bed rest with traction and 
suitable support in the small of the back is often 
useful. Corsets to support the back and to limit 
motion are often indicated. 

Manipulation of the spine under anesthesia 
should be thought of as a therapeutic measure in 
order to stretch contracted tissues on the samé 
principle that applies in the treatment of spastic 
flat foot by manipulation. 

Impinging processes in our experience are 
rather rare occurrences and may require remov- 
al. Moore prefers to remove a portion of the 
iliac crest as a much simpler and effective opera- 
tion. Ryerson, I believe, was the first to fuse a 
spine for spondylolisthesis, the only logical pro- 
cedure once the condition is recognized. This 
operation is also indicated in the various congeni- 
tal anomalies, collapse of the nucleus pulposus 
and chronic arthritis with the facet syndrome, if 
the indications as laid down by Chandler and 
others are followed. A reasonable period of con- 
servative treatment should always precede a ma- 
jor operation of this type, but once it is recogniz- 
ed that conservative measures fail, operation 
should not be delayed. 


Discussion 


De EDWIN W. RYERSON, Chicago: We can all sub- 
scribe very thoroughly to Dr. Gaenslen’s excellent 
paper. The practical side of these low back pains is one 
of the most interesting things I know. I am sorry that 
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Dr. Gaenslen did not place more stress on these curious 
mechanical lesions that occur so frequently. For in- 
stance, yesterday a young woman, about 26 or 27, came 
into my office and said she had very severe pain in the 
low back which had been bothering her for three weeks. 
She said that she was sitting on a chair putting on her 
shoe when this excruciating pain came on. I do not see 
many typical sacro-iliac sprains, because as Dr. Gaens- 
len very wisely said, the majority of these low back 
pains are lumbosacral instead of sacro-iliac. This young 
woman had marked tenderness over the sacro-iliac joint, 
and when Dr. Gaenslen’s test was applied the left sacro- 
iliac joint reacted to the strain each time. I concluded 
that she has a definite sacro-iliac sprain from the simple 
motion of leaning over. We have all seen patients who 
develop such pain from pushing up a window. It was a 
pleasure and a surprise to me to find so clearly differen- 
tiated the question of sacro-iliac strain in this young 
woman. There will always be difficulty in the diagnosis, I 
think, until we arrive at some more perfect means of 
diagnosis. 

These curious mechanical affairs occur quite frequent- 
ly in my experience. I do not believe any of them are 
myofascitis, as Albee calls it, because they come on with 
a definite mechanical strain. In a few cases the pain is 
delayed until the next day, but there is always a definite 
history of some degree of pain in the low back. Some of 
them probably are sacro-iliac, but most of them are lum- 
bosacral. The great trouble is that we cannot make a 
dissection of these cases because these patients do not die 
of simple strain in the back. They suffer a great deal 
but they do not die, and nobody has ever dissected down 
on a low back because of these sudden injury cases. We 
do not know whether it is, as Dr. Gaenslen states and as 
other men suggest, a tearing of some of the ligaments, 
which is very plausible, or some very minor degree of 
displacement. I believe both lesions may occur. Years 
ago I went to Baltimore and saw Baer do his forcible 
stretching in cases of low back pain. I have done that 
in a number of cases with complete and perfect relief. 
Whether the relief is due to overstretching I do not 
know. Sometimes the pain is delayed a little while, and 
in many cases it does not reach its maximum for 24 hours. 
Fiske of Pittsburgh suggests that the forcible manipu- 
lation may stretch out this swollen and painful area. An- 
other explanation is that there is a slight displacement 
which is reduced by this manipulation. Many of these 
patients are relieved by the manipulations, and that is 
why sometimes the manipulations of chiropractors and 
osteopaths give them relief. I think we have often ne- 
glected something that we should try to do for these pa- 
tients. 

One other thing which Dr. Gaenslen mentioned, is the 
impinging process of the fifth lumbar vertebra. It is not 
wise or sensible to remove this process. It is far better 
to do a fusion operation and fasten the fifth lumbar to 
the sacrum, because unless you have tried it you have no 
idea how difficult it is to get down to this enlarged 
transverse process which articulates with the sacrum and 
never articulates with the ilium. It is extremely diffi- 
cult and formidable to do that. In two cases in which I 
tried it, it was not possible to remove this transverse 
process successfully, and subsequently spinal fusion 
cured the patient entirely. 


R. F. M. CLOYD, Danville, Ill.: We hear so much of 

slipped sacro-iliacs and strain of the sacro-iliac joint. 
After seeing a number of cases of fracture of the pelvis 
in which one side is entirely loose and slipped up two or 
two and one-half inches, and the pelvis is pulled back 
into normal position and the patient given time to re- 
cover, I have yet to see one case that complained of 
backache or of sacro-iliac pain, and yet there was a dis- 
placement upward of two or two and one-half inches, and 
then to see a man slip over a piece of coal and be laid up 
with terrific pain, and a diagnosis made of sacro-iliac 
strain, it is hard to explain. I think our greatest diffi- 
culty has been the poor results of roentgenological exam- 
ination. Dr. Chandler has shown some and the Mayos 
have had some in which they got very wonderful results. 
I do not know whether your hospitals in Chicago have 
good technicians. In the October number of the Journal 
of Bone and Joint Surgery there was a splendid paper 
on spondylolisthesis. I think there are very many more 


cases of this condition with slight slipping of the fifth 
lumbar vertebra on the sacrum than there are of real 
sacro-iliac strain or sacro-iliac slip. That is borne out by 
these cases of very severe trauma of the sacro-iliac re- 
gion that I have seen. 
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I have seen quite a number in which one side had 


slipped up two and one-half inches. When put back in 
position, the patient recovered and had no trouble six 
months after. 


R. GEORGE L. APFELBACH, Chicago: I have han- 

died back injuries for a general chain store for seven 
years. We have an enormous number of back injuries 
following lifting of heavy weights and heavy boxes. I 
have a routine method of treatment. The patient comes 
in because of a back injury. Dr. Gaenslen brought out one 
point, namely to find out what the man has done before the 
injury. He has lifted a 100-pound weight and suddenly 
has a pain in the back. The man is sincere, he thinks he has 
injured his back. Eight out of 10 of these are lumbago. We 
find no spasm of the muscles of the back. We put him on 
aspirin, without examining him, order Epsom salt baths 
or the ironing method, and say come back. If he comes 
back and feels better he is sent back on the job. If he 
comes back and still has pain, I put him through Menell’s 
tests. I photographed every one of these tests, for office 
use, and put them on a card. In addition to Menell’s test, 
I put him through Dr. Gaenslen’s test. If there is an ar- 
thritis present I know I am up against it from the Compen- 
sation Board. If he has no arthritis and but a sacro-iliac 
strain, I put him in the hospital and put on an extension 
for 10, 12 or 14 days, and then provide him with a Gold- 
thwait belt, and put him back on the job in a week or 10 
days after that. If there is nothing in the x-ray and a man 
has indefinite lumbosacral pain and does not get better 
after two weeks, I put him in the hospital, call in his wife 
to learn something of his background and find out whether 
he likes to work. If he does not like to work, there is 
nothing like a bread and water diet to make him get better 
and he will tell you, “I am better tonight,” and ultimately 
that man will get better. That is the only way to handle 
that type: hospitalization, starvation, milk, water, until 
he finally decides that his back is better, and work more 
agreeable. 

In regard to the congenital anomalies, spinal bifida oc- 
culta and abnormal fifth lumbar vertebra, as far as we in- 
dustrial surgeons are concerned, we are stumped; we 
might as well settle with the man. 

Dr. Scuderi in the last two or three years brought back 
from Vienna Boehler’s method of treatment in compres- 
sion fractures of the spine. We have tried it out in the 
County. I have tried it in private practice and have had 
bad results. The insurance company will not allow any 
operations on the spine. Personally, if I were a private 
patient and had a fracture of the laminae, I would allow 
operation. As long as our industrial boards are made up 
of politicians, we will not be allowed to do operations. I 
am firmly convinced that, in bad back pain caused by 
compression fracture of the spine, manipulation by the 
method of Boehler and Scuderi is dangerous in some cases 
and bad in others. Getting them up in three weeks is out 
of the question. I agree with Dr. Ryerson that it takes a 
year. As long as that is the case, you might as well figure 
a year’s disability and keep the man off his feet. 


R. HARRY E. MOCK, Chicago: The thing that struck 

me in this talk was that we must be very careful 
not to overlook hip lesions in these low back pains. The 
hip joints are frequently not suspected when backache 
is present. A second point is, that the presence of ma- 
lignancy is frequently overlooked as a cause of low back 
pain. I recall a case referred to me by a doctor in one 
of the western suburbs. The man slipped on the ice, fell 
and injured his back. He reported to the doctor who 
strapped the back. He came back in a week still com- 
plaining of nain, and an x-ray was made which was 
negative. Finally at the end of five or six weeks he 
thought the man was able to go back to work and sent 
him in to me for examination. The man was a teamster, 
63 years old, and entitled to a pension at 65. His almost 
exaggerated expression of pain made me think he was 
a malingerer. I went over him quite thoroughly and 
found nothing except variable points of tenderness in 
the spine. I finished my examination without arriving 
at a diagnosis. I dictated my findings while the man 
was dressing. I have a routine form, and when I got 
down to the prostate, it occurred to me that I had not 
examined it. I put him back on the table, examined 
the prostate and found it hard and enlarged. I sent him 
in to Potter for an x-ray. This showed a metastatic car- 
cinoma in the spine. This shows the necessity of being 
thorough in your examination. If I had not examined 
the prostate, I would have branded that man as a mal- 
ingerer. 
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Another man fell off a train and hurt his back. k 
had pain in his back and sciatica. He stayed around hon 
for a while but did not get better, then consulted a docto 
The doctor treated him for about 10 weeks for sprain . 
the back. It was not getting any better, and he limp: 
when he walked, so he was sent to another doctor wh 
took an x-ray, which showed a fracture of the neck , 
the femur. That was three months after the acciden 
He was sent to Baltimore, was examined there, and ke) 
at rest for a month and was then told that he could g 
home and begin gradually to use the leg. I saw thi 
man 13 months after. He had been declared a total dis 
ability case. Diagnosis at this time was ununited frac 
ture of the neck of femur. At that time we discusse. 
the question of whether the head was viable. After study 
ing this case I decided to operate. I made a typical in 
cision for a Brackett procedure and exposed the head. 
freshened the head and it bled, so I felt it was vital. 
rounded off the trochanter and fitted it onto the heac 
and put it up in plaster. He was operated 13 month 
ago; he is now ready to return to work as a shop fore 
man on one of the eastern railroads. 

This was one cause of low back pain that was over- 
looked. 

I think this illustrates just what Dr. Gaenslen said 
that we do have conditions that are not always low back 
pain, but are sometimes in the hip joint or in some othe: 
joint. 


R. ARTHUR E. CONLEY, Chicago: One point |! 

would like to stress is that operations on the spine 
from the standpoint of an institution like the County 
where everything is free and all the x-rays are free, seem 
to be more successful. You take a medicolegal case and 
operate for low back pain and the patient gets worse. | 
am rather at a loss to explain this. Possibly the oper- 
ation was done as well on the private patient as on the 
charity case. Unless there is some very definite gross 
pathology, such as fracture or compression or something 
demonstrated objectively that we may put our finger on 
and say this is the cause of this man’s complaint, I have 
come to the conclusion that doing a fusion operation on 
a patient without objective findings, or on one who ha: 
even a remote medicolegal reference to the case is not a 
procedure of choice. 


R. FREMONT A. CHANDLER, Chicago: There are 

two points which I wish to emphasize. The first is the 
great frequency of separate neural arches occurring in 
the lumbosacral region. The work done by Willis in the 
analysis of this pathological condition is outstanding. The 
clinical recognition of this condition during the past few 
years has been increasingly widespread, and its fre- 
quency is rather appalling. Although there is still con- 
siderable difference of opinion as to the origin of this de- 
fect and the weight of opinion points to a congenital ori- 
gin, this fact is by no means settled. It is entirely pos- 
sible that this defect results from trauma during child- 
hood or later life, and that it is frequently accentuated 
to produce symptoms is well recognized. Willis found 
such a defect occuring in nearly 4% of the spines exam- 
ined postmortem. 

I have a series of 68 cases in which this defect has 
been demonstrated clinically and in about one-half of 
these cases this finding has been confirmed by operation. 
The majority of this series traced their symptoms to a 
very definite trauma. 

The greatest aid to the recognition of this condition is 
first, a thorough examination of the area involved and 
second, a lateral roentgenogram of the lumbosacral area 
of a quality that would reveal the fine details of bone 
structure. 

The second point is that most of us fail to recognize 
that the lateral articulations of the vertebral column 
form true joints. These joints are about the size of those 
in the thumb. Their surfaces are covered with hyaline 
cartilage. These are surrounded by synovial pouches and 
by capsular ligaments. As such joints are the most sen- 
sitive structures in other parts of the body, it is reason- 
able to believe that they are the most susceptible ele- 
ments in the low back. Acute synovitis may follow min- 
or traumas by direct or indirect force involving the 
structure of the lumbosacral region. Such a synovitis 
may account for many of the symptoms of the low back 
and especially those that have been grouped under the 
indefinite class of lumbago. This type of pathology may 
also account for the relief that may follow manipulation 
of this region. Manipulation may result in the rupturing 
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f the synovial tissue and a release of the accumulated 
ynovial fluid. The proximity of such irritated synovial 
paces to the roots of the lumbosacral plexus undoubted- 
y accounts for many of our cases of sciatica. I believe 
‘hat sciatica is rarely produced by bony pressure upon 
the nerve roots for we seldom see complete nerve de- 
generation of a progressive type producing this symp- 
tom. Sciatica usually fluctuates in its intensity and 
probably is the reference of irritation arising from the 
synovial area and similar in many characteristics to that 
referred from an inflamed bursa. 


R. FREDERICK J. GAENSLEN (closing): I am in- 

clined to agree with Dr. Ryerson that the treatment 
for impinging transverse process is probably fusion, at 
least in those cases in which impingement is only one of 
several possible factors. If impingement of a process 
appears to be the sole cause of trouble one would prefer 
to avoid a fusion. I have not removed many and hope 
I will not have to, because removal of a transverse pro- 
cess is a difficult operation. I think the fusion operation 
is probably the operation of choice. It is considerably 
facilitated by carrying out the suggestion Hibbs made 
some years ago, namely to put the patient in the prone 
position with the hips flexed to diminish the lumbar 
lordosis. 

The only important feature is that after you expose 
the area and thoroughly denude the parts, and then put 
in bone chips, you bring the legs up again so that the 
normal lordosis will be restored, otherwise the bone chips 
will be disarranged. 

Some of the most difficult problems are in connection 
with minor injuries. We do not know what happens in 
the back when the patient has a sudden strain. Like Dr. 
Chandler, I am willing to admit that I do not know what 
lumbago is. It may merely be a synovitis that comes on 
as a result of injury of the facets. We are indebted to 
the radiologist for much of the progress that has been 
made. 

When we compare our knowledge today with that of 
20 years ago we realize that we have made very sub- 
stantial advance. 


X-Ray Diagnosis of Carpal Fractures and 
Dislocations 
By C. H. WaARFIELD, M.D.* 
Roentgenologist to the Cook County Hospital, 
Chicago 


HE diagnosis of fractures and dislocations 
of the carpal bones is, at times, difficult to 
analyze or even to diagnose. Many doctors 
do not know the names of the carpal bones and 
few realize that each carpal bone has a definite 
relation, one to the other, and that they are al- 
ways in the same place in the wrist. The shape 
of each individual bone is quite uniform, which 
makes them so easy to identify. The only bone 
that has a tendency to change in shape is the na- 
vicular, and, due to its changes in shane, fractures 
may be frequently overlooked. It is important 
that the roentgenologist be so familiar with these 
bones that at no time is he in doubt as to any one 
of the bones even if they should be markedly dis- 
located. 

The position of the hand to best demonstrate a 
fracture of the navicular is important. The hand 
should be placed in marked ulnar deviation and a 
P. A. view taken. This should be followed by a 
perfect lateral view, the lateral side of the wrist 
down on the plate so that there is little distortion 
of the navicular. 

It may be difficult in the beginning to identify 
all the bones of the wrist in the lateral view, yet 
this view is more valuable than a stereoscopic 
view. In fact, I believe that the stereoscopic view 
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is of little value in studying the wrist. Disloca- 
tions can be diagnosed without the lateral, if one 
is acquainted with the position of the bones. 

Anomalies of the carpal bone are not common. 
The lunate bone may be extremely large overlap- 
ping the triangularis. Absence of one or more of 
the carpal bones is occasionally seen. I have had 
the occasion to see one case of a bilateral bi-par- 
tate navicular bone in which there was no history 
of injury. -The two pieces of bone were in con- 
tact but smooth and rounded. A sesamoid bone 
may develop in the region of the lateral surface 
of the navicular and could be mistaken for a chip 
fracture. 

The late Dr. Hickey called attention to three 
major injuries to the wrist in the order of their 
frequence, namely: ) 

First, fractures in the lower third of the radius 
and ulna and epiphyseal separations; 

Second, fractures of the navicular; and 

Third, dislocation of the lunate. 

A small chip fracture of the posterior surface of 
the triangulars is occasionally seen in the lateral 
view. 

The fracture of the lower portion of the radius 
is easily seen, yet one must be familiar with the 
fact that the articular facet must face directly 
downward or slightly forward. This deformity 
will cause limitation in flexion of the wrist, yet it 
is many times left alone and not recognized as a 
bad deformity. 

Sessamoids in the region of the styloid of the 
ulna are frequent and should not be mistaken for 
fracture, since an erroneous diagnosis here is the 
cause of a medicolegal case. 

Slight injuries to the lower epiphysis of the ra- 
dius occur but are of very little consequence and 
even gross dislocations, if reduced while fresh, 
cause no disturbance in growth. The ulnar-car- 
pal space should be carefully observed and report- 
ed, since a lack of this space can cause serious 
clinical results. 

The navicular bone is shaped something like a 
dumb-bell with a weak center portion, and is also 
somewhat shaped like the letter “C.”” This causes 
a weak portion so that most of the fractures occur 
in this area, with little separation. If the hand is 
placed in marked ulnar deviation the fragments 
can be slightly separated. If any portion of the 
fragments is dislocated it is usually the proximal 
fragment, and this may be found almost any place 
in the region of the wrist. Callus in this fracture 
is seldom, if ever, seen. 

Dislocations of the lunate bone usually occur 
anterior with 90-degree anterior rotation of the 
bone, so that the concave portion of the bone that 
fits onto the rounded lower end of the capitate, is 
directed anterior and the convex surface is direct- 
ed backward. This causes the convex surface of 
the capitate to move proximal into the lunate fa- 
cet of the radius, making reduction difficult. In 
the P. A. view we practically always notice the 
characteristic triangular overlap of the lunate up- 
on the capitate. There are several degrees of 
medial displacement of the lunate with medial 
displacement and without the anterior rotation. 
Owing to the fact that most of the lunate bone is 
covered by a slick, smooth glistening surface, it 
may snap completely out of position and be found 
beneath the muscles of the forearm. I feel sure 
that slight displacements of the lunate bone are 
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present many times and not recognized and the 
patient sent out with diagnosis of sprained wrist; 
and the opposite is true that dislocations are diag- 
nosed when it is the position the hand was placed 
in while taking the radiograph that makes appar- 
ent dislocations. 

I have seen complete posterior dislocations of 
the carpal bones at the radio-carpal joint with re- 
duction and good results. 

Fractures of the other carpal bones are rare. I 
have had the occasion to see one fracture of the 
hamate, one of the capitate and one of the greater 
multangular. 

Small chip fractures of the pisiform are occa- 
sionally seen. 





The Treatment of Brain Injuries 


By Harry Jackson, M.D.* 
Chicago 


SHALL limit myself in this talk to a discus- 
| cussion of the treatment of brain injuries 
in adults, following severe trauma. 

There are today five methods of treatment in 
vogue: 

1. The laissez-faire, or do-nothing, policy. 

2. Reduction of intra-cranial pressure by the 
intravenous injection of hypertonic solu- 
tions. 

3. Reduction of intra-cranial pressure by re- 
peated spinal taps, depending upon the 
estimation of pressure with the mano- 
meter. 

4. The use of diuretics, such as caffeine. 

5. A combination of the above methods. 

Everyone is agreed upon the necessity of oper- 
ation in cases of middle meningeal or sinus 
hemorrhage; in cases of depressed skull fracture 
producing pressure upon the brain, and in cases 
of continued convulsions or paralysis. It is also 
generally agreed that shock is to be combated in 
the first few hours by rest, external heat, fluids, 
and lowering of the head, with the administra- 
tion of sedatives if the patient is restless. 

Twenty years ago, when I began to study these 
cases, subtemporal decompression was a favorite 
method of treatment, but this fell into disrepute 
for reasons that I demonstrated in an article 
written at that time’. 

I am in favor of the exact determination of the 
intra-cranial pressure by the mercury manometer 
attached to the spinal needle, for this gives us 
first hand knowledge of the severity of the in- 
jury much better than knowledge gained by the 
neurologic symptoms alone, and also shows by 
the presence of blood whether or not the brain 
has been injured. This is very important in 
medicolegal cases. It also allows for the escape 
of blood from the sub-dural spaces, which is high- 
ly irritating, and by a comparison of successive 
estimations of pressure, is a positive guide to 
prognosis. The relief of pressure from below 
saves the medullary centers from injury, and the 
symptoms of slow pulse, stertorous respiration, 
high blood pressure and papillary edema do not 
appear. I am firmly in favor of this method be- 
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cause it has given me the best results in hundred: 
of cases. 

I am opposed to the treatment by hypertonic 
glucose solutions (the hypertonic salt solutions at 
first used were soon given up as being too toxic) 
because, as I have shown in a recent report?, these 
solutions are toxic, and result in a secondary rise 
in pressure after one to two hours. 

I am opposed to the laissez-faire or do-nothing 
policy, as I believe it to be a reversion to times 
when we knew nothing about the pathogenesis 
of intra-cranial pressure; that it allows, in the 
severe cases, of continued pressure on the cortex 
and medulla, and leads to cortical atrophy, with 
sequelae of headache, vomiting, inability to work, 
or to withstand extremes of heat or of alcohol, 
or to a general neurosis, or death. 

I am opposed to the use of caffeine, as its ac- 
tion to relieve pressure is only that of a diuretic, 
and its excites the cerebral centers and increases 
the congestion of the brain and the intra-cranial 
pressure. The extraction of fluid from the body 
can better be obtained by the use of magnesium 
sulphate per enema, or by mouth, or by injection. 

Also, for the foregoing reasons, I am opposed 
to the combination of several methods, as they 
smack of “gun shot” therapy and betray a lack of 
confidence in any one method. 

From a general study of several thousand cases 
seen here at the Cook County Hospital during the 
past 20 years, I have found that our patients fall 
into three groups: 

First: Mild cases, with spinal pressures below 
12 m.m. Hg., that recover with rest in bed, eleva- 
tion of the head and the ice cap. These consti- 
tute 20% of the cases. 

Second: Very severe crushing injuries of the 
head, with injuries to the medulla or hemorrhage 
from large cranial vessels that die in the first 24 
hours. These constitute 15 to 20% of the cases. 

Third: Severe cases with intra-cranial pres- 
sures over 12 m.m. Hg., that are unconscious for 
variable periods, and that require early relief 
from intra-cranial pressure by the direct re- 
moval of cerebro-spinal fluid to prevent cortical 
atrophy or medullary pressure. 

I want to demonstrate one patient who was 
brought in from the Peoples’ Hospital, where she 
was given first aid. She was struck by a hit and 
run driver on February 5th. She is about 50 
years of age. On entrance she was comatose, rest- 
less, with a pulse of 110. She had a laceration of 
the scalp in the temporal region. There was no 
bleeding from the ears, nose and pharynx. We 
made a careful neurological examination, and a 
spinal puncture was done. She was given 1500 units 
of antitetanic serum. February 6th, on lumbar 
puncture, it was found that her spinal pressure 
was 19 m.m. mercury, and 30 c.c. of bloody fluid 
was withdrawn. The next day, at the second 
puncture, the fluid was still bloody, and 30 c.c. 
was withdrawn. We usually withdraw slowly, 
with the patient lying in the horizontal position, 
from 20 to 30 c.c. On the second examination, the 
pressure was 18 m.m. of mercury. On the 8th of 
February, the pressure was down to 16 m.m. It 
was reduced to 10 after about 15 c.c. of slightly 
blood-tinged fluid was withdrawn. The next 
pressure level was 14 m.m. on the 9th, and 10 c.c. 
was withdrawn. After the next tap, the pressure 
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vas practically normal, 10 m.m. of mercury. She 
s very much improved. There is one sequela of 
the injury, that is a paralysis of the third nerve on 
the left side. Her pulse this morning is 90, tem- 
perature 98.2 respiration 20. 

This case is a good example of the severe type 
of severe cranial injury, and demonstrates how 
efficacious is the daily withdrawal of spinal fluid, 
which alleviates the intra-cranial pressure until 
the edema of the brain subsides, as it usually does 
in three to five days. She will be kept in bed for 
a period of four weeks. ' 





Depression Fakir 


By Frank P. Hammonp, M.D.* 
Chicago 


OST of you men know that the depression 
| \ / has brought with it the person who feigns 
illness for the purpose of obtaining mon- 
ey. I am certain that the men who are doing con- 
siderable traumatic and industrial surgery will 
recognize more fully what I am going to say than 
the average man out in general practice or the 
specialist in lines other than industrial surgery. 
Some three or four years ago at one of the meet- 
ings of the American College of Surgeons at the 
Congress Hotel, the Director General, Dr. Franklin 
H. Martin, made a talk on traumatic surgery and 
made this statement, that a large portion of trau- 
matic surgery as a specialty was not surgery per 
se. 

Let me restate it, that 75% of the work asso- 
ciated with traumatic surgery is notsurgery per se. 

My interpretation of that is this, that 75% of 
the work associated with traumatic and industrial 
surgery has to do with the insurance company, 
with the employer and with the nervous insta- 
bility and emotions of the patients. During the 
depression, in my experience there have been more 
alleged injuries for which attempt was made to 
obtain money under false pretenses than at any 
previous time, and therefore I entitled my talk 
“The Depression Fakir,” and I am going to illus- 
trate a few cases. 

I was called about 12 o’clock midnight to the 
Woodlawn Hospital by the intern who told me 
he had a man who was very seriously injured. 
When I reached the emergency room of the hos- 
pital the intern said the man was almost dead. As 
I went in I saw a man about 40 years of age, com- 
plaining of pain in the right thigh region. I laid 
my hand on his thigh and started to say, “What is 
the matter?” He began to yell, “Don’t touch me.” 
I said, “Where are you hurt?”. He said, “All over.” 
“How did you get hurt?” “I fell getting out of a 
cab.” I said, “Some part of your body is more hurt 
than the other?” “I hurt all over.” Then I walked 
over to the other side of the table, gently lifted the 
leg placing my hand under the knee and began to 
flex the knee, resulting in a no less exaggerated 
complaint. It was almost impossible to make any 
examination. His statement was that just as he 
was getting out of a cab he caught his toe in the 
rubber mat and fell on the sidewalk. You know 
and I know that a man does not get hurt all over 
from such an accident. I asked the night super- 
intendent to get the x-ray operator. I had the in- 
tern call up the cab company’s office. The x-ray 
was taken and showed nothing. The police were 
called. The policeman came in and said to him, 


INDUSTRIAL MEDICINE 


Page 113 


“Those are your clothes?” “Yes.” “Put them on!” 
He got up, dressed and walked out with the police. 
The company took him to court the next day and 
he was fined $50. The fact is that he had taken a 
knife and cut a corner piece in the mat. He ad- 
mitted he wanted to get a little money so that he 
could go down to Florida. 

Another man came in complaining of pain in 
the rectum, stating that while eating pie at a cer- 
tain restaurant he swallowed something he feared 
was a small nail. On examination, there was a 
three penny nail in the lower part of his rectum. 
I called up the insurance company. They got a 
confession from him and threatened to send him 
to jail. 

Another case was that of a man who bumped 
his toe and fell, and came in with pain in the back. 
Examination of the sacrum and coccyx showed no 
evidence of injury. In my estimation a man who 
has such an accident is going to put out his hand 
to save himself. The story did not ring true. I 
sent him over to the hospital for an x-ray and 
called the central office of the insurance com- 
pany. Sure enough the sacrum showed an arte- 
fact or what looked like it might be a small crack 
in the right side of the sacrum. When the in- 
vestigator came out and I introduced him, he said, 
“Why, I have seen you before.” In five minutes 
the investigator had his confession and threat- 
ened to put him in jail. He said he would get out 
of town. This man apparently knew of a slight 
irregularity in his sacrum. 

More recently, a man living at the Pershing 
Hotel claimed he fell downstairs. The story did 
not ring true, and there was nothing to be found 
on examination. I admit that you can have an 
injury around the hip and sacrum with not much 
evidence. I did not even strap him. I told him 
the injury was a minor bruise. I notified the in- 
surance company. When he returned for exami- 
nation, I had a photographer in the next room to 
get a picture of him. When questioned by the 
investigator he admitted the whole thing was 
faked. 

It is not very long since one of my colleagues 
in the practice of medicine said, “You are work- 
ing for the insurance company?” I told him that 
what I am opposed to is the obtaining of money 
under false pretenses. I am working against false 
and exaggerated claims. The desire to obtain 
money is uppermost in the minds of many people 
and if the doctor is not constantly cognizant of 
the fact he will at times yield and agree with the 
patient through sympathy, and permit the patient 
to go on multiplying his symptoms, and notably 
the period of disability. Just yesterday I saw a 
personal injury case, a lady who was trying on a 
dress while buying a trousseau for her wedding. 
As the attendant was pulling the dress over her 
head, the lady’s face was scratched. A doctor saw 
the case 18 times at $3 a visit. I was sent to see 
the case. There was no disfigurement or disabil- 
ity. The scar was absolutely clean. What is this 
thing, that a doctor will allow himself to throw to 
the four winds his knowledge of physiology and 
pathology of processes following injury because 
of sympathy for the patient or because he wants 
to get more money? I would not have you think 
for a moment that I am not willing to give any 
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injured man or woman full due in relation to the 
injury, but it behooves men who are doing indus- 
trial and traumatic surgery to be aware that 
money is often uppermost in the patient’s mind. 
[ have seen a great many patients come into the 
office and say, “They will certainly pay for this.” 

If I have one definite recommendation in re- 
gard to the depression fakir or any other fakir, it 
is that before you pass any opinion you should 
make an extra-thorough examination and do 
everything necessary from a physical standpoint 
in order to obtain the confidence of the patient. If 
he claims his right arm is injured, go over his en- 
tire body very thoroughly, and then if you find 
nothing wrong, with firmness and yet in kindness 
you can say, “You have unduly worried about 
this condition. It is a minor injury and the 
results will certainly be satisfactory in a few 
days.” 

In conclusion I would recommend that in the 
future on every one of our programs we should 
hear someone speak on malingering, so-called 
traumatic neuroses, the economic side of trau- 
matic surgery, and especially the fakir. 





Radial Nerve Suture (Compound Fracture of 
Humerus and Compound Fracture-Disloca- 
tion of Lower Ends of Radius and UlIna) 


By F. W. Stose, M.D.* 
Chicago 


HIS boy was struck by an automobile while 
riding a motorcycle about one and a half 
years ago. He was taken to a hospital in one 

of the suburbs, where immediate amputation was 
advised, but this was refused. He was given first 
aid by the local physician who sutured the wounds 
and applied a splint. The next day his family 
moved him to another hospital and called in Dr. 
Drury, who referred the patient to me. This was 
about 48 hours after the accident. The patient was 
septic, with considerable inflammatory reaction 
around both wounds. There was a compound, badly 
displaced supra-condylar fracture of the humerus 
with a T-shaped fracture into the joint; a com- 
pound fracture-dislocation of the wrist, the lower 
end of the ulna projecting into the wound; the 
radius and ulna were completely separated, with 
the lower end of the radius fractured transversely, 
with no lateral contact between the fragments. He 
also had a complete radial nerve paralysis. The 
infection, of course, precluded a primary nerve su- 
ture. We felt that a conservative way of handling 
the fractures and wounds would be best, so we ad- 
ministered a general anaesthetic, removed all the 
sutures, performed a gentle debridement, leaving 
the wounds wide open, packed loosely with vase- 
line gauze. The fractures were manipulated, two 
molded plaster splints applied from shoulder to 
hand with the forearm in 45-degree flexion. He 
was put in a fracture bed, a glove glued to the 
hand with perpendicular traction by weight and 
pulley with a sand-bag over the lower part of the 
arm. He was left that way for four weeks, during 
which time the wounds were not dressed as his 
fever gradually subsided. When the splints were 
removed both wounds were healed completely ex- 
cept for a small sinus above the elbow which 
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healed in a few weeks. The paralysis was un 
changed so the wrist was kept in a cock-up splin 
and massage, motion, and physiotherapy were in 
stituted. 

Four months after the injury we exposed th: 
nerve, finding both ends embedded in dense sca: 
tissue for a distance of about one inch. The sca: 
was excised together with the involved portion 0: 
both ends of the nerve and suture performed wit! 
fine silk. It was necessary to free both ends of the 
nerve and completely flex the elbow first. Func- 
tional return began gradually after six months and 
he now has complete extension of the wrist and 
fingers; there is a small area of diminished sensi- 
bility on the radial aspect of the dorsum of the 
hand. There is moderate impairment of thumb ab- 
duction which is a common sequel after an other- 
wise successful radial nerve suture. Supination is 
largely lost due to synostosis between the lowe: 
ends of the radius and ulna. 

It is practically impossible to differentiate be- 
tween an anatomical division of a nerve and a 
physiological interruption of continuity. Of course. 
primary suture is preferable, but in badly contam- 
inated wounds where a complete debridement is 
not feasible or in patients seen late where infec- 
tion is beginning, primary suture should not be 
performed. Where infection has supervened one 
should wait from two to six months after the in- 
fection is healed before doing a nerve suture. Of 
all nerves paralyzed by fractures the radial is 
most frequently involved. Fortunately (perhaps 
due to the preponderance of motor fibres) the 
prognosis is good following suture of this nerve. 

This patient has excellent motion in the elbow 
except for some interference with complete exten- 
sion. Wrist motion is excellent, but there is a 
very marked limitation of supination due to a syn- 
ostosis between the lower ends of the radius ana 
ulna. An interesting aspect of this case is the sub- 
sidence of infection and complete healing of the 
wounds by the use of the Orr method. 





Bilateral Peri-Renal Abscess 


By F. W. Stose, M.D. 
Chicago 


N JUNE 10, 1930, I treated a patient for a 
() mild suppurative olecranon bursitis which 
healed in about seven days. I did not see him 
again for three months. In the interim he stated 
he had developed fever and soreness in the left 
abdomen and loin which began about two weeks 
after bursitis had healed. He was under the care 
of his family physician and a consulting urologist 
who advised conservative treatment after 10 days 
hospitalization, during which period urinalysis and 
x-ray examination were negative. He had returned 
to work but had occasional soreness over his left 
loin and lumbar spine but never had any fever 
or urinary symptoms. Our diagnosis was probable 
peri-renal infection following metastatic cortical 
kidney abscess. 

In June, 1932, he developed a mass in the left 
loin, was febrile, and was promptly hospitalized. 
His temperature was 101 degrees, pulse 86, leu- 
cocytes 14,000, pyelograms were negative but there 
was some obliteration of the psoas outline; x-ray 
of the chest and spine was negative, functional 
tests of kidneys normal, and urinalysis was nega- 
tive except for a very few leucocytes. The kidney 
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vas not palpable but there was deep tenderness 
»ver the left abdomen and a tender mass over the 


left loin. At operation a large quantity of puru- 
lent material was liberated, mixed with a peculiar 
substance of gelatinous consistency. The cavity 
extended from the ribs to the crest of the ilium; 
there was no demonstrable connection with the 
kidney, or spine. Cultures revealed Staphylococ- 
cus aureus; cultures for fungi were negative. 
Guinea pig inoculation proved negative subse- 
quently. The pathological report was temporarily 
confusing in that a neurocytoma was diagnosed 
and confirmed by several able pathologists. Sub- 
sequent examinations, however, indicated an atyp- 
ical granulation tissue. The cavity was loosely 
packed and subsequently treated by Dakin’s irri- 
gations. 

The wound having healed, the patient left the 
hospital on July 13, and felt well until August 8, 
when he developed the same symptoms and find- 
ings in the opposite (right) loin so was again op- 
erated on, the findings, both laboratory and oper- 
ative, being practically identical with those at the 
previous operation except that the opposite side 
was involved. This time, however, the patholo- 
gists concurred in recording the diagnosis of the 
microscopic sections as atypical granulation tissue. 
The wound was left wide open, loosely packed with 
vaseline gauze, and healed in about three weeks. 

The patient felt well for about two months but 
was readmitted to the hospital on November 21, 
1932, because of a recurrence in both loins. A bi- 
lateral operation was performed, and again no in- 
volvement of bone or connection with any organ 
was found. As before, all the ramifications of the 
abscess cavities were freely opened, left wide, and 
loosely packed. Convalescence was much slower 
this time, the patient leaving the hospital on April 
11, 1933. He remained in good health and worked 
until July, 1934, when he had a recurrence in the 
left side. Operation showed a marked diminution 
in the size of the cavity as compared with previous 
operations and it healed within a few weeks. Pye- 
lograms, kidney function tests, urinalysis, x-ray 
examination of spine and lungs, guinea pig inoc- 
ulation, and cultures for fungi were negative. The 
patient has regained his normal weight, feels well, 
and has been working since September, 1934. 

In any patient with symptoms referable to the 
loin or abdomen of obscure origin, with either an 
acute febrile or slowly developing course, one 
should consider the possibility of a cortical kidney 
abscess. Inquiry should be made as to a distant 
primary focus from two to six weeks previous, 
such as a furuncle, paronychia, or some recent dis- 
ease such as influenza. The Staphylococcus is the 
usual invader. 

The differential diagnosis between kidney car- 
buncle and peri-nephritic abscess may be quite 
difficult. In the latter, obliteration of the psoas 
outline, elevation of the diaphragm, a palpable 
mass or a fluid wave by fluoroscopy, if present, are 
helpful. In carbuncle (if at all extensive) func- 
tional kidney tests and a distorted pyelogram are 
valuable signs. Pathological urinary findings are 


notorious for their absence in both conditions but 
in carbuncle, urine from the catheterized ureter 
may show some pus cells and occasionally a posi- 
tive culture. 

This patient apparently had a very small cortical 
abscess from which extension occurred to the peri- 
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renal tissues, the original kidney lesion undergoing 
complete cure. The organism was, of course, of 
very low virulence. 

We cannot be certain that this patient is cured 
because of the relative recency of his last operation 
but he is well clinically and no abnormality can 
be detected in his kidneys, both by functional test 
and x-ray. 

Bilateral peri-renal abscesses are very unusual, 
as are bilateral renal carbuncles. The vast major- 
ity of these peri-renal infections arise from corti- 
cal kidney -infection, though they may occur by 
extension from ‘the spine, pleural cavity, abdom- 
inal organs, or even directly through the blood 
stream from some distant focus. 





Ohio Forms 


By Emery R. Hayuurst, M.D. 
Consultant in Industrial Hygiene, 
Ohio Department of Health 


EADERS of Industrial Medicine may be in- 
R terested in two forms concerning the re- 
porting of occupational diseases in Ohio 
which have just undergone the regular annual 
revision. The first of these refers to “Pneumoco- 
niosis Reports,” and the second to “Supplementary 
Evidence in the Diagnosis of Lead Poisoning.” 
Attached to the special lead poisoning form is the 
Certificate of Industrial or Occupational Diseases 
without which this form would not be complete. 
In the case of pneumoconiosis reports, however, 
we have made the one-sheet-form (mimeograph) 
all that is required. 

All occupational diseases occurring in Ohio have 
been required to be reported to the State Director 
of Health since May, 1913. The “Certificate of 
Industrial or Occupational Disease” is the stand- 
ard form for such reports. A copy of the Ohio 
Reporting Act will be found on the reverse of the 
certificate (p. 117). Such reports are necessary 
whether or not the case is subject to compensa- 
tion, for which a limited schedule of diseases has 
been fixed by law and the compensation for which 
is a separate and distinct matter under the juris- 
diction of the Industrial Commission. 

We have certain other report forms such as 
those referring to mishaps from motor exhaust 
poisoning (non-industrial) and carbon monoxide 
poisoning from domestic heating appliances, but 
these would not prove of much interest. 


Pneumokoniosis Form 


O THE Doctor: 1. Enclosed find revised 

blanks for reporting cases of pneumoconiosis 
(of any form). These reports are necessary under 
Section 1243-1, General Code of Ohio (see reverse 
of the printed Certificate of Industrial or Occupa- 
tional Disease, also enclosed). 

2. The essential data wanted for every occupa- 
tional disease, and that for pneumoconiosis alone, 
have been combined so that only the one mimeo- 
graphed form is necessary for reporting pneumo- 
coniosis. 

3. Please use a separate form for reporting each 
case. Where a series of x-rays have been made 
under different techniques, the same should be so 
indicated, either on the one form or a separate 
form in order to bring out the distinctive “x-ray 
exposure factors” under Item 7. 
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4. Please discard previous forms which you may 
have on hand for reporting pneumoconiosis. 

Do. While pneumoconiosis (silicosis, etc.) are 
not yet on the compensation schedule for occupa- 
tional diseases in Ohio, we are rapidly accumulat- 
ing competent data, through this means, for trans- 
mission to the legislature as may be demanded at 
any time. 

6. Until further notice, x-ray films in which 
pneumoconiosis is suspected or claimed, may be 
forwarded to this department for evaluation and 
report. 

7. The present blank makes no reference to 
complicating diseases (such as alcoholism,.syph- 
ilis, heart disease, etc.). Any significant compli- 
cating disease should, however, be mentioned, 
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using some convenient space on the mimeo 
graphed form. 


Lead Poisoning Form 


O THE Doctor: In order to.approve reports o 

certain occupational diseases concerning th: 
diagnosis of which controversy may arise, an 
often does arise, we are asking for additional facts 
This particularly applies to lead poisoning. 

We have accordingly compiled for lead poison- 
ing the enclosed two-page questionnaire entitled 
“Supplementary Evidence in the Diagnosis of 
Lead Poisoning,” asking the reporting physician 
to fill out the different items so far as he has evi- 
dence and to return one copy of same to us as 
a supplemental statement to be affixed to the or- 


REPORT ON PNEUMOCONIOSIS 


Date of this report..... 


SE ee a ee Oe eS Pe a a NE Le TRE eT Te 
i a = Pee eres Ee = ee a EE, Mo, naccccessieeseutnanesecinen 
a i 
i, i ct, <winnisdinssiicetind: ihitns aieniemannaissananeiatidstiatanninaieiiiidita ss 
i IIIT, “TITIEIET. ..... . .. . ccisacaseesinsievvenaisaseidbunicuaddassiblaisiianiiaisan sac “ninncsideininssnsdibuestsnnienitiseaintcaeastietetiibetiecastensdaacibiiidaidipidiiebin stimulants 
G. DAte PMOTRTADMET.................00.ccccccccscsccsscesses Identification Marks dain davinceiannenerimoniiinnthisacetateeisahicibtnsaienniegienibiiniteatiitailiiaanmiadies 
LT RENE RT ee TEN Te ee 
7. X-ray Exposure Factors Ma Kv. P. Distance . Time 
Films (make)........ ...Screens Chemicals (make) ........................ 
Patient’s position —_ Ea ER Oe eT cs 
8. Employer .............. 
9. Nature of Business.................. 
10. Exact occupation(s) claimed to be associated with patient’s affliction —.........00.0-.000000000-e.. 
Average Average 
11. (a) Year Entered (b) Year Left (c) days per week (d) hours per day 
Ey wiiieemeiieieninee §. iii wiewiwemumem i @upmmigateiciciwites: oo. i £«étningesaducbucuctne 
ieGtetiibeietes: j§-  ¢undtinubiatittiiete ji. theldetiMe Det jj . gether od oe 
Mitisnacmabcemidieneccns j-  ‘sereteplielesmedinakes” j.. i easiest, oq. @ijisbbieagee ttt Cl Jee 
12. Previous or other occupations Year Entered Year Left 
| ER RREE SCs Peeve ee ree eae TIS me A NT aE TE ae NE Le CE ane RSE NE ERR ESET NS SEMIN De LT 
Sy es, I IID. 1s. as csnslcdy castes es oeiioescnenv Dacaiesiba aah eanunaandmussnamanek suuaiaaientaiernedaseiabautabaaabeadsicdinseaeieumneas 
15. Chief Symptoms: Dyspnoea..................Cough................. I, IO, al 8 ERLE a Fee 
Expectoration . el Ul ee = esiunneveeians I ino ceckaeusinncancionls pindes 
Cyanosis .... EE RE | een nee 
Weight, previous.................... ....present.......... ba suescenisteonnigouuaucmeseas BOI onic ccnnsceccconscvancess 
I I EE II oa bac csnincsescsnccnecenceacnansnsssesasobavenbete I a i a a 
Vital capacity..................... —, seommaaionenies Fe I Sicici etic neds I i, 
Pulse rate (at rest)...................after exercise a? ee: — REE Pleurisy................-. 


Persistent rales 


History of known exposure to tbe 


BAABEIO BOGEB. ....0csccccnsscorsescceess ieteuacenstunesenanaqonatiicens Date first symptoms appeared 


Date when first quit work because of present affliction 


16. Present amount of disability 


ae (Sputum, animal inoculations 


SF NRE ee TRENT ee Sputum findings 


SEN Pe ean ee TNR Se Se CNIS Lee MOE SA ROD ES SRS EN HIE Fs ENN NR Ee IT ee ee aD 
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OHIO DEPARTMENT OF HEALTH 


CERTIFICATE OF INDUSTRIAL OR OCCUPATIONAL DISEASE 
NAME OF PATIENT 


instructions 





ADDRESS: Street and No............. eee a City or Village 
4 | PERSONAL AND STATISTICAL PARTICULARS MEDICAL CERTIFICATE OF DISEASE 
Y 
Sex Age Color Country of Birth 
Diagnosis 


RECORD 
exact statement ot OCCUPA- 





Chief. symptoms and conditions 





- Single, married, widowed or 

4. divorced (write the word) . 

7. 

4 Occupation 

= 

+ (a) Trade, occupation or work (in which disease was ac- 

- Date first symptoms appeared 
- acquired) 

é 


Particular kind of work in such trade, etc. Complicating Diseases (such as alcoholism, syphilis, tuber- 


Is 


culosis, etc.) 


Date of entering this occupation. 


on back of certificate. 


|Employer’s name 


Address . ‘What substance(s) or condition(s) in your opinion caused 


| Employer's business (goods made or work done).... this affliction? . 


| ica | Duration (actual, estimated) 


Physicians should state DIAGNOSIS in plain terms. 


PLAINLY WITH INK—THIS 
N. B.—Every item of information should be carefully supplied. The 








| (b) Previous occupations: | (Check which) . 
| Entered Left aa 
| Name of occupations (year) (year) Additional facts 
r= 
aes 
Sree | ' 
ag | Previous illnesses, if any, due to occupation: Date of diagnosis.. , 193 
‘s Disease or illness Year 
> (Signed) » M.D. 
EZ 
7 | , 193 (Address) 
Oo ° ” Beet] tn SPATE Tit "AR 4 ‘ For Instructions 
BE | Ind. Hy. 3—15M—3-32 Mail to STATE DIRECTOR OF HEALTH, Columbus. See Other Side 


OHIO DEPARTMENT OF HEALTH 
( REVERSE) COLUMBUS 
INSTRUCTIONS FOR FILLING OUT CERTIFICATE 


Present Occupation. Precise statement of occupation is very which the patient may have followed, with the year he entered 
important so that the relative healthfulness of various pursuits and the year he left. 
may be known. It is necessary to know both general trade or | 
profession (for example, printer) and also the particular kind 
of work or banch of the trade (as hand compositor or linotype 
operator.) 


Previous Illnesses. This refers either to previous attacks of 
present disease, or to any other disease, due to occupation. All 
that is required is the name of each such disease or illness 
with the year in which it occurred. 


mine how long the worker may have been exposed to the haz- 


Medical Certificate. Only two of the items specified for this 
ard befcre contracting the disease. . 


require any explanation. In making these reports it is neces- 
sary to consider the possible influence of factors other than 
occupation as causes of the disease. For this reason any com- 
certain distribution of occupational diseases by industries, many Ss diseases should be noted, such, for example, as alco- 
trades (e.g., machinists) being common to different industries. olism or syphilis in connection with arteriosclerosis in cases of 

| lead or other metal poisoning. The possible effect of other 


| 
| 
Date of entering present occupation is important to deter- | 


Employer’s name, address and business are necessary to as- 


Previous Occupations need to be known, if possible, because factors, such as poor hygienic conditions in the home, or other 
present illness may be due to a former rather than present oc- | personal conditions, must be considered, and when discoverable 
cupation. Give simply the name of each distinct occupation | should be noted under additional facts. 


AN ACT—To Require the Reporting of Occupational Diseases—(As amended February 4, 1920) 
Be it enacted by the General Assembly of the State of Ohio: 


Report of Section 1243-1. Every physician in this state attending bn or called in to visit a patient whom he believes to be suf- 

occupational fering from poisoning from lead, phosphorus, arsenic, brass; wood alcohol, mercury or their compounds, or from anthrax 

diseases by or from compressed air illness and such other occupational diseases and ailments as the state department of health shall 

physicians require to be reported, shall within forty-eight hours from the time of first attending such patient send to the state com- 
missioner of health a report stating: 

When and te (a) Name, address and occupation of patient. (b) Name, address and business of employer. 

whom to be (c) Nature of disease. (d) Such other information as may be reasonably required by the state department of health. 

made The reports herein required shall be made on, or in conformity with, the standard schedule blanks hereinafter pro- 
vided fcr. The mailing of the a ye within the time required, in a stamped envelope addressed to the office of the 
state commissioner of health, shall be a compliance with this section. 

Blanks for Section 1243-2. The state department of health shall prepare and furnish, free of cost, to the physicians included in 

report the preceding section, standard schedule blanks for the reports required under this act. The form and contents of such 
blanks shall be determined by the state department of health. 

Susb Reserte Section 1243-5. Reports made under this act shall not be evidence of the facts therein stated in any action arising out 


of the d’sease therein reported. 


Section 1243-4. It shall furthermore be the duty of the state department of health to transmit a copy of ali such re- 
ports of occupational disease to the proper official having charge of factory inspection. 


not evidence 


Copy of re- Section 1243-5. Whoever being a physician practicing in the state of Ohio, neglects or refuses to make and transmit 

port to be to the state commissioner of health any report provided for in section 1243-1 of the General Code shall be fined not to 

transmitted exceed one hundred dollars or imprisoned for not to exceed ninety days, or both, but no person shall be imprisoned un- 

te proper der this section for a first offense and the prosecution shall always be as and for a first offense unless the affidavit upon 
icial which the prosecution is instituted contains the allegafion that the offense is a second or repeated offense. 

Penalty NOTE—In addition to the diseases or disabilities provided for in Section 1243-1 of the above law, the regulations 


passed by the Public Health Council on February 27, 1920, provide in Regulation 2 for the reporting of ‘“‘any Gisease or 


disability contracted as a result of the nature of the person’s employment, including the following diseases or disabili- 
ties and not excluding others: 





Anilin poisoning Bisulphide of carbon poisoning Naphtha poisoning 
Benzine (gasoline) poisoning Carbon monoxide poisoning Natural gas poisoning 
Benzol poisoning Dinitrobenzene poisoning Turpentine poisoning 


NOTE—A schedule of occupational disease compensable in Ohio will be sent upon request to the State Director of 
Health, Columbus, Ohio. 
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iginal report. While this information will be made 
available to the Ohio Industrial Commission, all 
matters concerning compensation should be taken 
up with the Commission directly. 

The following named patient (s) has (have) 
been reported to this office by you for which this 
information is desired: 


Date Report 
Received Name 


- Additional questionnaire blanks are available 
upon request. 


OHIO DEPARTMENT OF HEALTH 
Division of Hygiene 
Bureau of Occupational Diseases 
Columbus, Ohio 
Supplementary Evidence in the Diagnosis of 

Lead Poisoning 
Patient’s Name.............................0+00++- Address......... aeaaaaleaaatameaane 
gg ERE RI CT (ETAL et an Pere 
Has this patient had previous attacks of lead poisoning? 
eee ek | t ) en 
What were the onset symptoms in the present attack?...... 
Was disability such that work was stopped?............... ssiiaeiseeh 
ge SR eh: 101 Se 


Check or Comment on the Fellowine Items 


I. Objective Findings (i.e., the aundmnmmudes observations) 
Pallor (especially circumoral). mabe 

Blue line in gum(s)*....... 
Stippling* (basophilia of red cells). 
Polychromatophilia 
Reticulocytosis* 


ern -Mononucleosis Peeps aOR PED 
R. B. C. count(s)..... . fol) eee 
Hemoglobin %........Recent rernne blood changes’?........ 
Blood pressure findings ..Pulse (at rest)............. pies 


pg REE Ree oe eee Ce a 
Hand-gripping power (condition of): a. eee 
Wrist extensors (any actual wrist drop?): R........... RESTS 
,;,  aeRereeeee: Incoordination ................ | ee 
Reflexes: Patellar.................... | ee ee 
Weeeom: Bi........:;. L. ..Recent disturbances................ 


Hearing: R . is Recent disturbances : 
OOD AN ARSE ne EOE 
Malnutrition Emaciation . Premature ageing. 
Gouty signs : _ Evidence of nephritis.. 

Skin (acne, etc.) EEO Weight variations 

Other objective findings of note...............00.0.0.0....... 





**“Blue line in gum(s)”, “stippling”’ and “reticulocyto- 
sis’? occur in Lead Absorption, but, with or without these, 
it requires significant abnormalities in various ones of 
the other Objective and Subjective findings listed to sus- 
tain a diagnosis of actual Lead Poisoning. 


II. Subjective Findings (i.e., the patient’s complaints) 


Morning anorexia.................... Metallic (or sweet) taste........ 
Nausea or vomiting................Distress in abdomen...... ee 
Obstinate constipation.......... Abdominal colic attacks.......... 
Sa al EERSTE SEE Ce 


Weakness (hand grips; use of wrists, legs, feet, etc.) .......... 
General weakness... Syncopal ERP ; 


Rheumatic pains.................... Muscle TSR eee 
BRUNE WHINS  Tievcnscsccccessscplitecvescoscoccovecs Dizziness................ 
i ae eer L. 

Weight: Normal.......... At present... sa seiilacaads dasnluaeebiptidiccnaaial 


Sa iat creieenanandabions eae 

Any further comment: Ds ceesceinaiet ia bdgakapaaddiduiasian idea bilahiesetiiusiaancdialaiadane 

Physician’s ee Ls coccrae aesalediccateisieaiahseacdetseiambbeadalsaues'acaliedamisoamniacs 
Date... 


The diagnosis of Lead Poisoning iavelves ‘evidence of 
(1) exposure to lead or its compounds; (2) objective 
signs of blood changes, of nervous involvements and 
usually nutritional disturbances; and (3) the presence of 
a number of the subjective phenomena above listed. To 
be occupational, industrial exposure must be established. 

Stippling (also reticulocytosis and polychromatophilia) 
indicate that lead absorption is going on at the time. The 
number of stippled cells found increases as absorption 
progresses and is a rough measure of the amount of ex- 
posure. Hence workers showing stippling without other 
evidences should have blood examinations made fre- 
quently. Stippling with other evidences (see above list 
of objective and subjective findings) constitutes acute 
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lead poisoning, but acute lead poisoning occasional} 
exists without stippling (here reticulocytosis is invariab! 
prominent and the red cells should always be examin« 
for this condition). When the condition becomes chroni: 
stippling usually diminishes, but is rarely absent as lon 
as exposure continues or ‘other clinical signs prevai 
while anemia is invariably present, usually also wit! 
polychromatophilia. 

Reports of analytical findings of lead in the blood 
urine and feces are of doubtful value since accuracy o 
testing methods, metabolic disturbing factors at the time 
of tests (which must be made over days and preferab]; 
weeks), and ultimate significance of tests in view of th: 
findings of “normal” lead in perhaps equivalent amounts 
all confuse the picture. 


Medical Departments 


NE of the most comprehensive industria! 
() medical services in the U. S. at the present 

time with direct charge against the treasury, 
of the company is that provided at the Endicott- 
Johnson Shoe Company, Binghamton, N.Y. This 
organization in 1928 provided free medical care for 
15,000 employees and their families. There are 
no restrictions on the kind or amount of medical 
care which an individual may receive. 

“A more recent development in group payment 
for medical care is the service to the students of 
the leading universities and colleges in the United 
States. Usually the student pays a fixed amount 
for medical services, which is included in tuition 
fees. The amount of service and the annual fees 
vary with the particular institution. 

“Some of the different types are: 

“In Dallas, the Employees Mutual Benefit Asso- 
ciation of the street railway company has arranged 
a monthly payroll deduction to provide money 
benefits and medical care by physicians during pe- 
riods of sickness, or disability other than that cov- 
ered by the Workmen’s Compensation Laws. There 
are about 800 members who pay $.85 per person 
per month for professional services by the physi- 
cians of a well-known clinic in the city of Dallas. 
In addition to this contribution the company 
makes a payment of $100 per month, with the re- 
sult that approximately 98% of the employees of 
the street railway company are members of the 
association, the other 2% being transient workers 
or those who for special reasons are not eligible. 

“A unique arrangement for medical care has 
been established in Baton Rouge, La. The em- 
ployees of the local Standard Oil Company re- 
finery some years ago organized the Stanocola 
Employees Medical and Hospital Association for 
the purpose of providing medical care for them- 
selves and their families. Various arrangements 
were tried, and in 1928 the association established 
its own clinic with seven full-time practitioners to 
render complete medical care to the 2,700 mem- 
bers and their families. A monthly deduction of 
$3 per certificate holder guarantees complete med- 
ical care for the employee and his family. A max- 
imum of $250 is allowed for any particular case for 
hospitalization and for special nursing. Maternity 
cases are not hospitalized at the expense of the 
association except when it is considered medically 
necessary by the attending physician. Member- 
ship is voluntary, and about 75% of the white em- 
ployees are members of the association. The asso- 
ciation owns a clinic building as well as complete 
medical and surgical apparatus.” — Dr. Theodore 
Morford, in The Journal of the Tennessee State 
Medical Association. 












Tularemia 


A Dyiscussion of Francis’ Disease, With Case Histories 


by 


ULAREMIA is a 
specific infectious 
disease caused by 
Bacterium tularense and 
transmitted from rodents, 
especially wild rabbits, 
through the bite of an in- 
fected tick or blood suck- 
ing fly, or by contamination of the abrasion on the 
hands or conjunctiva in handling infected rodents, 
as in the case of market men, laboratory workers 
and lay people who hunt and dress the rodent in- 
fected with the disease. In animals, the disease oc- 
curs as a fatal bacteriemia resembling plague.’ 

CAUSATIVE ORGANISM: The exciting organism, 
the B. tularense, is a small, non-motile, gram-nega- 
tive cocco-bacillus, growing best on coagulated egg 
volk or glucose blood agar containing cystin or bits 
of sterile spleen. 

INCIDENCE: In animals, the disease occurs as a 
bacteriemia among wild rabbits, ground squirrels, 
wild rats and mice. In man, cases have been re- 
ported from nearly all over the United States and 
also from Japan. 

TRANSMISSION FROM ANIMAL TO ANIMAL*: This 
may occur by means of the rabbit louse (Haemo- 
dipsus ventricosus)or by the rabbit tick (Derma- 
centor andersoni). In the laboratory, transmis- 
sion has been accomplished from one white mouse 
to another by the mouse louse and common bed- 
bug; from one guinea pig to another, by the biting 
stable fly and by the stable flea. 

TRANSMISSION FROM ANIMAL TO MAN: (a)—This 
may occur by the bite of the deer fly (Chrysops dis- 
calus). This species of fly is found chiefly in Utah 
and the adjoining states. It is a blood sucker of 
cattle, rabbits and man. (b)—It may be trans- 
mitted by the bite of the wood tick (Dermacentor 
andersoni), found chiefly in Montana. This tick 
harbors the Bacterium tularense in its body and 
transmits it to its offspring. (c)—-Transmission 
may be by bites of other ticks, not yet definitely 
classified; such ticks are found in Arkansas, Okla- 
homa, Tennessee, Texas and Louisiana. (d)—Also 
hands may be infected from handling infected rod- 
ents or from flies and ticks when removing them 
from cattle. The conjunctiva may thus be infected 
by rubbing the eye. (e)—The transmission may 
be effected by the bites of animals (coyote, ground 
squirrel, hog, etc.) the mouths of which are con- 
taminated from eating infected material (f)—or 
transmission may be from laboratory infection, 
usually seen in laboratory workers culturing the 
organisms, or performing autopsies on animals or 
people who have died of the disease. 

SUSCEPTIBILITY: (a)—-Man is very susceptible 
while the monkey, ground squirrel, rabbit, guinea 
pig, mouse, woodchuck, oppossum, coyote, pocket- 
gopher, porcupine, chipmunk, muskrat, water-rat 
of Europe, quail, grouse and Hungarian partridge, 
are susceptible in the order of their mentioned se- 





“* Read before the Central States Society of Industrial Medicine and 
Surgery, at Cook County Hospital, February 26, 1935. 


Gero G. Davis, M.D., HENry A. HANELIN, M.D., 
AND THEODORE C. MouzakeotTis, M.D.* 


From the Cook County Hospital Surgical 

Service of Dr. Geo. G. Davis, Associate Clini- 

cal Professor of Surgery, Rush Medical Col- 
lege, University of Chicago. 


(b) — The sus- 
slight in 


quence. 
ceptibility is 
rats, cats, sheep and 
goats, (c) and is absent 
in horses, cattle, dogs, 
pigeons, foxes, chickens, 
turkeys and hogs. 

PaTHOLoGy: ‘The clini- 
cal types are the glandular, ulcero-glandular, 
oculo-glandular and a typhoid form. 

The organism is not found in smears or tis- 
sues from man, but is usually isolated by inocu- 
lation of guinea pigs*. The gross lesions are diag- 
nostic in inoculated rabbits and guinea pigs. The 
lesions are microscopic in white mice, in which 
the cord cells and Kupffer cells of the liver contain 
large numbers of the organism. The disease in 
man shows acute and sub-acute forms dependent 
largely upon the host’s resistance. The ulcero- 
glandular form shows a primary lesion in the skin, 
at first papular, and then ulcerating. The oculo- 
glandular form shows a primary conjunctivitis. 
Both show pronounced and prolonged enlargement 
of the regional lymph nodes. A glandular form 
occurs without a primary lesion, and a typhoid 
form occurs without either a primary lesion or 
lymph node involvement. Microscopically, the 
acute lesions are in the form of focal areas of 
necrosis, usually with a more or less marked infil- 
tration of polymorphonuclear and large mononu- 
clear cells. Langhans giant cells soon appear and 
proliferation of the lining cells of blood vessels 
may occlude the lumina. Surrounding fibrosis 
progresses and may ultimately cicatrize the area 
completely. These phenomena described by Francis 
and Callender and by Francis are observed in the 
usual ulcero-glandular form. The primary skin 
lesion has been described by Netherton and by 
Goodpasture and House and the acute visceral 
lesions by Simpson. The conjunctivitis usually 
heals without after effects. The typhoid form 
shows no demonstrable lesions. In fatal cases fo- 
cal areas of necrosis a few millimeters in diameters 
are often found in the spleen, liver and lungs. In the 
lung lesions, there is a focal pneumonia, the alveoli 
being filled principally with large mononuclear 
cells, other cells and a little fibrin. Necrosis and 
vacuolization of the mononuclears produce an ap- 
pearance resembling caseous pneumonia but with 
little or no damage to the alveolar walls. Fulmer 
and Kilbury mention that a slowly progressing 
peritonitis may occur with profuse fluid exudate 
containing the organism and the formation of small 
white nodules on the peritoneal surface. 

SymMpPToMs: The period of incubation! may be 
as short as one day or as long as 10 days. It is 
usually three or four days. The onset is sudden 
and characterized by chills, headache, muscular 
pains, vomiting, prostration and fever. The tem- 
perature rises rapidly to 102-104° (F.) and con- 
tinues high for two or three days, when there is a 
remission lasting from one to three days. Following 
the remission the temperature rises again to its orig- 
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inal height and then gradually declines to normal, 
the whole febrile period lasting from two to three 
weeks. The general symptoms subside during the 
remission but return with the secondary rise of 
temperature. Moderate leukocytosis is usually ob- 





Fig. 1 (Case No. 1): Showing atrium of tularemia infec- 
tion on dorsal surface, distal phalanx, right index finger. 


served. An eruption, most frequently macular or 
papular, but occasionally pustular, sometimes ap- 
pears upon the skin. In the most common type of 
the disease, the ulcero-glandular type, the lymph 
nodes draining the infected area become swollen 
and tender within 48 hours after the onset. Sup- 
puration may occur or the affected nodes may re- 
main palpable, hard and sensitive for many weeks. 
About 24 hours after the adenopathies appear the 
site of inoculation becomes manifest by the occur- 
rence of a painful papule which rapidly breaks 
down leaving a small punched-out ulcer. Occa- 
sionally, small subcutaneous nodules appear on 
the forearms and arms, and ultimately, these, too, 
may suppurate. In a small proportion of cases, ac- 
quired in dressing rabbits for market, the enlarge- 
ment of the regional lymph nodes is unaccompan- 
ied by any primary lesion (glandular type). In 
some cases, the primary localization is in the con- 
junctival sac (oculo-glandular type) and the con- 
stitutional reaction is accompanied by inflamma- 
tion of the conjunctiva, swelling of the lids, pain- 
ful enlargement of the parotid, sub-maxillary and 
cervical glands, and usually a small papule forms 
on the inner surface of the lower lid. 

In a day or two, discrete ulcers form on the 
conjunctiva. 

In another relatively small group of cases, 
chiefly in laboratory workers, the primary lesion 
and glandular enlargements are wanting, and the 
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chief symptom is a continued fever lasting two « 
three weeks (typhoid type). 

Convalescence from tularemia is slow, and fre 
quently many months may elapse before the pa 
tients’ health is completely restored. Complica 
tions are not common but broncho - pneumonia 
meningitis, and peritonitis may occur. Recrudes 
cences of fever are sometimes observed. Sup- 
puration of the lymph nodes may occur many, 
months after the onset of the disease. | 

Dracnosis: The direct diagnosis is suggested by, 
a history of handling carcasses of wild rabbits, o. 





Fig. 2 (Case No. 2): 
at the base of the left index finger and concomitant in- 
volvement of the dorsal surface of the forearm. 


Showing the papulo ulcerated lesion 


of being bitten by a tick or fly followed by a pri- 
mary papular lesion, resulting in a persistent ulcer 
or a primary conjunctivitis, followed by ulcers on 
the conjunctiva and by persistent adenopathies in 
the region of the primary lesion and fever of two 
or three weeks duration. The diagnosis is corro- 
borated by the agglutination of B. tularense, using 
patient’s blood serum which is effective in the sec- 
ond week although the agglutination titer is higher 
in the third week; by the Foshay‘ intra-dermal re- 
action and by isolation of the specific bacterium 
from guinea pigs that have been inoculated with 
material taken from the primary lesion, from large 
lymph nodes, or from the blood of the patient. 
DIFFERENTIAL D1aGNosis: Typhoid fever, septic 
infection, anthrax, and tuberculosis are diseases 
most likely to be confused with the typhoid form 
of tularemia, therefore a careful history with a 
subsequent serological and x-ray examination of 
the chest are very important. The ulcero-glandu- 
lar form must be differentiated from sporotricho- 
sis, blastomycosis, secondary and tertiary lues, 
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id actinomycosis. The oculo-glandular form 
ust be carefully differentiated from all ulcerat- 
ig lesions of the conjunctival sac and cornea, as- 
ciated with regional adenopathy. 

ProGNosIs: The outlook, as a rule, is favorable, 
ne mortality in 679 reported cases analyzed by 
‘rancis” was 3.54%. Fulminating cases rapidly 
nding in death are sometimes noted in the oculo- 
landular type. 


ASE REPORTS: Case No. 1: A twenty-two 
year old Swedish male, was admitted to our 
ervice from the receiving ward with adiagnosis of 
_ right axillary abscess. The past history revealed 
that on December 10, 1934, he had purchased from 
, meat market, 10 rabbits which had not been 
dressed. His mother, two brothers and he skinned 
and prepared the animals. The patient does not 
remember whether he had an abrasion on his hand 





Fig. 2 
right hand with papulo squamous lesions of the palmar 
aspect of the left hand. 


(Case No. 2): Showing the involvement of the 


or whether he had scratched himself at the time 
of skinning the rabbits. Seven days later he no- 
ticed on the dorsal aspect of his right index finger 
(Fig. 1) a papular lesion which subsequently be- 
came pustular. Preceding the lesion on the finger 
he had noticed that on the previous day his right 
arm and forearm were unusually awkward in han- 
dling because of “lumps” as he called them that 
appeared along the extensor surface of the fore- 
arm and arm. He did not pay any attention to the 
initial lesion, thinking that he had only a felon of 
the finger, and his diagnosis was more or less sub- 
stantiated by a physician who advised hot packs, 
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with the object of localizing the lesion. Under this 
management, the local lesion healed leaving a 
small punched-out area with a subsequent cicatrix 
formation. The subcutaneous nodules diminished 
in size, and later a large lump was felt in the 
right axilla, which was tender to touch and hard 
in consistency. He states that on December 20, 
1934, he had a touch of the “flu” which caused him 
to stay in bed for three days, but did not materially 
inconvenience or distress him. The axillary lesion 
began to grow larger until it reached the size of a 
hen’s egg and became troublesome as it interfered 
with his arm movements. He was admitted to the 
ward six weeks after the onset of his condition. 
Physical examination revealed a well developed 
white male, ambulatory and not acutely ill, with 
temperature 98.6, pulse 80, respiration 20, blood 
pressure 120/80. The general physical examina- 
tion was negative except for a very slight scar on 
the dorsum of his right index finger and small, dis- 
crete nodules on the dorsum of his right forearm in 
line with the lymphatic drainage of the finger, but 
these were not painful to touch. There was an 
abscess in the right axilla, purplish gray in color, 
fluctulant, slightly tender and about the size of a 
small hen’s egg. It was thought best not to incise 
the abscess but to allow it to break down by itself, 


‘ 





Fig. 4 (Case No. 2): Showing regional lymph gland ade- 
nopathy and axillary abscess formation. 


which it eventually did, discharging a thick whit- 
ish-gray exudate with only a fair amount of blood. 

Laboratory tests: The blood count showed the 
red cells to be four million; white cells, twelve 
thousand; polys, 87%, monos, 10%. The urine was 
negative; Wassermann, negative; the agglutina- 
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tion was positive for B. tularense in a dilution 
of 1-640. 

The patient returned home two weeks after his 
admittance to the hospital or eight weeks after the 
onset of his condition, in perfect health and with a 
draining sinus in the axilla. 

CasE No. 2: The mother of Case No. 1, who had 
helped to clean the rabbits, noticed that about 10 
days later she developed a sore spot on the middle 
finger of her left hand and subsequently noticed a 
discrete nodular formation on her left forearm and 
arm, extending from her infected finger to the ax- 
illa. Three or four days after the onset she noticed 
that the nodules became very tender, reddened, and 
in some places pustular and that her index finger 
began to show similar findings as on her middle 
finger arid forearm. Concurrently she had a pro- 
found constitutional disturbance consisting of mal- 
aise, fever, nausea, vomiting, prostration and las- 
situde for five weeks. She was seen by a physician 
who told her she had the “flu,” advised bed-rest, 
and prescribed hot fomentations locally for her 
arm lesions. However, she appeared to recover from 
her general symptoms, but her skin eruption per- 
sisted. It so happened that she came to visit her 
son in the male ward, and in view of the family 
history, she consented to a physical examination. 

Physical examination revealed a well develoved 
white female, 56 years of age, not acutely ill. The 
essential pathology consisted of discrete ulcerating 
papulo-lesions of the left forearm and arm and 
right hand (Figs. 2 and 3) extending along the 
dorsal and flexor surfaces. The axillary nodes 
were involved and there was an axillary abscess 
(Fig. 4) as in her son’s case. 

Laboratory findings: Red count, three million 
two hundred thousand. White count, nineteen 
thousand; polys, 80°; monos, 17%; Wassermann, 
negative; positive agglutination for B. tularense 
in a dilution of 1-720. 

The patient was hospitalized and the Foshay 
treatment advised. The subsequent course will be 
detailed in a further report of the case. 

TREATMENT: Prophylaxis should be advocated at 
all times: Thorough cooking of a rabbit destroys 
the organisms. Great care should be taken in the 
laboratory during autopsies on infected animals; 
in experimental contact with the organisms rub- 
ber gloves should be worn. Hunters, cooks, store- 
keepers and housewives should wear rubber gloves 
while skinning and dressing rabbits, and this pref- 
erably should be performed by immune individ- 
uals. 

AcTIVE TREATMENT: Foshay® has prepared a spe- 
cific serum from the goat which is effective in 
treating tularemia in man. As a result, the dura- 
tion of adenopathy’ and the period of disability 
have been significantly and appreciably shortened. 
Recommendations for dosage in patients with in- 
fections of average severity consist of two intra- 
venous injections of 15 cc. each on successive days, 
of the goat antiserum made from virulent strains 
of the organism. When the lymph nodes are larger 
than 5 cm. in diameter three doses may be used. 
In the typhoid form the antiserum may be used in 
larger amounts. The general regime is that of an 
acute infection. Symptomatic treatment is of great 
importance—rest in bed, and the ingestion of easily 
digestible food of a high caloric value are indi- 
cated. High fever should be treated by hydro- 
therapy, abundant water administered and the 
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bowels should be kept open. Stimulants are ; 
quired. Excision or incision of enlarged glan 
should not be performed until a pronounced soi | 
thin area is demonstrable in the skin over t!} 
gland. 


References: 

1. Stevens, A. A.: Practice of Medicine (3rd ed.) 
166. Wm. B. Saunders Co., Philadelphia, Pa. 

2. Merck Manual of Therapeutics and Materia Medica—¢: 


1931: Ve 


ed., 1934: 1097-1100, Merck & Co., Rahway, N.J. 

3. Karsner, Howard T.: Human Pathology, textbook (revis: 
2nd ed.), 1929, 258-259. J. B. Lippincott, Philadelphia, Pa. 

4. Foshay, Lee: Tularemia, Accurate and Earlier Diagno, 


by means of the Intradermal Reaction. 
291 (Sept.-Oct.) 1932. 

5. Francis, E.: Jour. Amer. Med. Assoc., 1928, 91, No. 1 
1155. 

6. Foshay, Lee: 
1934, 235-245. 

7. Foshay, Lee: Jour. 
No. 19, Nov. 4, 1447-1449. 


J. Infect. Dis. 51: 28 


Amer. Jour. Med. Sciences. Vol. 187, Feb. 


Amer. Med. Assoc., 1933, Vol. 10%. 





Lead in Cerebrospinal Fluid 


EAD poisoning is no novelty in medicine’; its 
effects in producing pathologic changes in 
the body have been known almost as long 
as it has been employed in industry and the arts. 
Lead “colic” and lead “palsy” have long been 
recognized in medical literature. Credit for first 
correlating the most obvious manifestations of 
intoxication by lead is usually given to Tanquere! 
des Planches, who studied the subject about a 
century ago. Although lead has been regarded 
by many writers as the most important of the 
industrial hazards that lead to special disease, the 
incidence of industrial lead poisoning is said to 
be declining, thanks to the widespread introduc- 
tion of prophylactic measures. According to Aub. 
about 150 industries involve some exposure to 
lead. The dusty trades are the most hazardous 
and include the manufacture of white and red 
lead, of storage batteries and of pottery, as well 
as painting, printing and the mixing of rubber. 
Two features, of late, have become involved in 
the problem of plumbism. One is the method of 
treatment, initiated by Aub and Minot, that de- 
pends on the parallel metabolism of lead and cal- 
cium. The severe symptoms can be relieved by 
administration of large doses of calcium in the 
form of milk and salts of calcium, whereby a 
deposition of lead in the bones is effected. After 
disappearance of the acute symptoms, this regi- 
men is replaced with one containing as little cal- 
cium as possible. With this a condition of acidosis 
is initiated, large doses of phosphoric acid or am- 
monium chloride being given to produce a nega- 
tive calcium balance, thus tending to liberate lead 
slowly from the bones so that it will be excreted. 
The other feature is the growing recognition 
that lead is widely distributed in nature, so that 
plants grown on soils that contain the element 
may acquire lead. Thus it finds its way insidi- 
ously into the body in food. The U. S. Depart- 
ment of Agriculture has found it desirable to at- 
tempt to establish a maximum permissible con- 
tent of lead in edible products. It has been re- 
marked that in view of this almost ubiquitous 
occurrence of lead one would expect it to be a 
common constituent of human excreta, owing to 
the ingestion of food materials containing lead; 
this is found to be the case. The average amount 
of lead in the feces of normal individuals with no 
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ndue exposure to lead was found to be approxi- 
ately 0.08 mg. per gram of ash. Its presence 
» feces does not, however, imply that it is present 
jso in the body tissues; ingested lead may not 
.e absorbed. According to investigators at the 
Mlontreal General Hospital, 10 years’ experience 
n examination of the urine indicates that the 
oresence of lead is the rule and not the exception. 
The average amount is 0.1 mg. per liter. Con- 
‘amination during collection of samples is ex- 
cluded. These observations fit in with thosé re- 
corded by Kehoe and Thamann. Urine of in- 
dividuals suffering from lead poisoning, or of 
those unduly exposed to lead in their work, may 
contain much larger quantities than 0.1 mg. per 
liter. The differences between health and disease 
are therefore quantitative and not qualitative. 

The development of spectrographic methods 
has greatly facilitated the investigation of minute 
traces of lead. In studies at Montreal, lead was 
found in the cerebrospinal fluid of every in- 
dividual known to be suffering from lead poison- 
ing. Lead was found also in isolated cases not 
presenting histories of undue exposure to the 
metal. In these cases, with one exception, the 
amounts were, however, small compared with 
those found in lead poisoning. An attempt was 
made to induce the appearance of lead in the 
cerebrospinal fluid by means of acidosis. Acidosis 
was produced by the administration of ammonium 
chloride, and the degree of acidosis was de- 
termined by the carbon dioxide combining power 
of the plasma. Whether lead was or was not 
liberated from the body was determined by the 
amount of lead in the urine during acidosis com- 
pared with that found before acidosis. Of 20 in- 
dividuals suffering from a variety of neurologic 
conditions other than lead poisoning, and in 
whom no lead was found in the cerebrospinal 
fluid before acidosis, lead was found in the cere- 
brospinal fluid in five cases during acidosis. As 
before acidosis, however, the amounts found were 
small. Rabinowitch and his co-workers again 
emphasize the fact that lead readily attacks the 
central nervous system. Cerebrospinal fluid has 
been found to contain as much as 1 mg. per liter, 
or 10 times that found in the urine of normal 
individuals. Its distribution in the body may be 
widespread. This accounts for the fact that lead 
poisoning may simulate almost every other dis- 
ease of the central nervous system. Whether the 
minute quantities often present have any bearing 
whatever on obscure nervous symptoms is an 
important question for future consideration. 





Industrial Hygiene Problems 


NE oi the most far-reaching and important 
studies made by the Public Health Serv- 


ice* has recently been published. This was 
a survey of 615 establishments in a typical indus- 
trial area, involving 28,686 employees and under- 
taken for the purpose of determining the nec- 
essity of an industrial hygiene program—and if 
such a need was present, to learn just where and 
to what extent the problems existed. 
The groups included metal products, printing, 
chemicals, clay — glass — stone, leather products, 
dyeing and cleaning, electroplating, storage bat- 





* The Potential Problems of Industrial Hygiene in a Typical Industrial 
Area in the United States. Pub. Health Bul. No. 216. U. S. Treasury 
Dept., Pub. Health Service, Washington, D.C., December, 1934. 
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tery manufacturing, rubber goods, and fur prep- 
arations. 

Interesting concerning distribution of workers 
in these industries is that 48.7% of the plants had 
less than 10 employees and 10.2% had 100 or more 
persons. This distribution compares well with the 
industrial plants in the U. S. as a whole. 

With regard to industrial welfare provisions, 
about 20% of the workers were provided with the 
services of a part or full time safety director; 17% 
of workers were under part time medical super- 
vision, and 15.3% had the services of a full time 
physician; nursing services on a full time basis 
were present for 34.1% of employees. 

The keeping of disability statistics afforded an 
interesting result: accident records composed the 
majority of such information because of the com- 
pulsory provisions of the state compensation act. 
Sickness records were kept on approximately 
40% of the population studied, but most of these 
records existed in groups where there was a sick 
benefit association. 

It is significant that the so-called “small plant” 
was found lacking in welfare provisions which 
have been found to play such an important part 
in a constructive program of industrial hygiene. 

Potential accident hazards data showed 41% 
exposed to unguarded moving machinery, 13.2% 
to floor hazards and 17.5% without protection 
against the possibility of eye injuries from flying 
particles. Of further interest is the similarity of 
these potential accident hazards with comnensated 
cases from the same type of causes in New York 
State for 1931. 

Concerning the exposure of employees in vari- 
ous occupations to different materials and condi- 
tions, data presented for 10 groups of industries 
studied showed 50 materials and conditions exist- 
ing in 615 plants, 39 of which were considered to 
be potentially hazardous from the viewpoint of 
possible systemic poisoning. The study brought 
out the fact that inorganic dusts, carbon monox- 
ide and lead compounds still remain the most im- 
portant materials of hygienic significance pre- 
senting problems to the industrial hygienist. 

Such a study as this serves to emphasize the im- 
portance of a constructive program of industrial 
hygiene in which the physician and engineer are 
associated. The physician should be thoroughly 
trained in public health procedures and havé a 
comprehensive knowledge of the effects upon 
health of various materials and processes in in- 
dustry—in other words, he should appreciate and 
know the fundamental principles of industrial hy- 
giene. The engineer should also have industrial 
hygiene training and be familiar with industrial 
processes. In conjunction with the work of these 
two persons, there should be a fully equipped 
laboratory for industrial hygiene studies. 

Another relevant point which is well to em- 
phasize here is the fact that the prevention and 
control of occupational diseases is probably the 
most important phase of future work concerning 
industrial hygiene problems. The real issue in 
the consideration of these problems is that occu- 
pational diseases are in a large measure prevent- 
able and further, that any industrial community 
can be well assured that the degree of prevention 
exercised through the use of personnel, special 
equipment and studies as indicated will be re- 
flected in its general health status. 

















Medicolegal Hazards 


The Doctor's Relation to Judicial Affairs 


by 


WENTY-FIVE years 
or so ago the num- 


ber of medical men 
who were recognized by 
their local bar and the courts as competent to 
serve as medical witnesses was relatively small. 
In those days physicians were supposed to be ex- 
perts in all branches of medicine and most of them 
could meet this qualification, as there were no 
outright specialists at that time except in surgery 
and eye, ear, nose and throat. 

As I glance back retrospectively and attempt to 
appraise the true worth of those loyal, rugged 
pioneers—now gone to their reward—the breadth 
of learning and vision that characterized them, 
their alertness in keeping abreast of medical pro- 
gress, and their fearless and forceful personalities 
stand out most vividly. For some unaccountable 
reason I was thrown in contact with this group 
both here and elsewhere, but it was not altogether 
of my own choosing. Nevertheless it proved to be 
most interesting professional experience for which 
I long have been profoundly grateful. On the 
witness stand they were invariably courteous, 
judicial, immovable when right, and ready to 
combat any attorney no matter how skillful he 
was in the art of cross examination. Never did 
they find it necessary to consult an authority be- 
fore rendering an opinion, as was and still is the 
custom of members of the legal profession. 
Appearing in court as a witness under oath was to 
them a solemn responsibility, and they never 
failed properly to equip themselves before testi- 
fying. 

The medical witness of those evolutionary days 
was also assumed to be exceptionally resourceful. 
Not only did he properly care for his private prac- 
tice but he also was called upon to assist the pro- 
secutor when insanity became a defense in crim- 
inal trials, to cooperate with Common Pleas 
judges when the testamentary capacity of indi- 
viduals involved in wills, contracts and habeas 
corpus proceedings was an issue, and to examine 
cases of_so-called “railroad spine” and kindred 
disabilities in the court room (traumatic neurosis 
was unknown then). All of this of course is now 
past history. 

Finally our cities began to emerge from a state 
of village mindedness and as they continued on 
their march to greatness, railroad transportation 
increased, industry prospered and expanded, and 
at last the automobile came on the scene. Natur- 
ally the number of personal injury claims multi- 
plied tenfold or more, and the legislatures in their 
desire to safeguard the employee, pedestrian and 
passenger, passed laws which actually made it 
easier for alleged claimants to seek and frequent- 
ly secure compensation. Here the crafty ambu- 
lance chaser so-called found a fruitful field of 
operation and he worked it to the fullest extent. 
Corporations were, therefore, practically forced to 
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protect themselves, an: 
many important manufac 
turing plants and kindre 
organizations found it ex- 
pedient and necessary to develop medical or we! 
fare departments which had for their purpose th: 
elimination of industrial hazards, periodic exami- 
nation of employees, prompt surgical treatment o! 
the injured, competent follow-up care, and finally 
the warding off, when possible, of costly litigation 

This noble experiment did not at the onset have 
smooth sailing. There was as many of you will 
recall, considerable fiery opposition on the part 
of many practitioners who honestly believed that 
the plant doctor would eventually kidnap their 
clientele. But these apprehensions were in a 
large measure not well founded, as today we find 
the industrial surgeon firmly entrenched in a con- 
structive undertaking which already has brought 
credit to himself, to industry and to the profes- 
sion. 


URING the past decade considerable unkind- 

ly criticism has been openly and publicly 
directed against medical witnesses as a class, but 
it is refreshing to know that the judiciary is now 
willing to concede that a marked improvement is 
now in evidence. And yet there remain a certain 
few who seemingly cannot get down to earth, as 
it were, and assume a natural and impartial atti- 
tude in the court room. Consciously or uncon- 
sciously they crave a desire to stress their real or 
unreal professional accomplishments and, in their 
zeal, over-estimate the significance of subjective 
manifestations. But they do not deceive jurists 
of experience, most of whom have acquired more 
than a working knowledge of what is what in 
scientific medicine. Perhaps the profession itself 
is largely to blame for many of these shortcom- 
ings. In any event the average medical curricu- 
lum provides little if any practicai instruction in 
medicolegal problems, and the young physician 
even today takes his departure from college or 
hospital with no intelligent conception of what is 
expected of him on the witness stand. He, there- 
fore, is very likely, if not equipped with a sub- 
stantial degree of common sense, to be misled or 
misguided by unfortunate contacts. 

Physicians testifying in damage cases should 
realize at the onset that their opinion constitutes 
simply a link in the long chain of evidence, and 
not infrequently their entire testimony is wholly 
disregarded. In reality a certain psychology per- 
meates the courtroom, and it is this factor, more 
than anything else, that controls the outcome. 

When the trial starts, the attorney for the 
plaintiff pictures his client as a pitable, hopeless 
wreck, maimed beyond repair—by the negligence 
of a certain wealthy and powerful corporation. 
He flatters the jury because of their outstanding 
intelligence, and is sure that in their hands the 
unfortunate will be adequately compensated, not 
only for the suffering he has endured, but also for 
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e suffering he will continue to endure, so long 

he lives. 

The lawyer for the defendant, with as sweet a 

isposition as he can command, denies this alle- 

ition and contends that the litigant has recover- 
|. or will recover, the moment his lawsuit ends. 
‘he judge and jury will probably find the truth 
ymewhere between these extreme views. Fur- 
hermore, a single incident may prove to be the 
‘etermining factor in every damage suit. The per- 
onality of the claimant, for example, and espe- 
ially if she is an attractive young woman, may 
e so impressive, that all the medical testimony in 
‘hristendom will not prevent her from winning 
. reward far out of proportion to her alleged dis- 
ibility. Likewise a litigant, by a single word or 
leed, may so antagonize a jury that the verdict 
suffers accordingly. 

But, above all, the sympathy or emotions of the 
jury is the altar at which attorneys kneel and 
pray, and sometimes the plaintiff finds is neces- 
sary to “throw a fit” to have his prayer heard. 
In any event the lawyer who has cultivated talent 
and skill in this direction is not much worried 
when a number of physicians appear against him. 
All of this constitutes the psychology of the mod- 
ern damage suit, and in this interesting drama the 
medical man does not always play a leading role. 


HEN you go into court, discard all fear. If 

you do not know more about the medical 
aspects of the disability, than the attorney who 
will cross examine you, you should not be there. 
It is a wise physician, however, who looks up the 
case prior to testifying and refreshes his memory 
regarding the anatomy and nerve supply of the 
alleged injured areas. Under all circumstances as- 
sume a natural poise and answer all questions 
honestly. Do not however offer any unasked-for 
information. Furthermore do not permit any- 
thing said or done in the court room to disturb 
your equipoise. Lawyers do not take these prob- 
lems seriously, why should you? Simply answer 
frankly and straight from the shoulder. If you 
cannot answer a certain question, admit it. If 
your testimony hurts and the cross examiner at- 
tempt to razz you, the judge invariably will pro.~ 
tect you. 

Above all it is important that the physician and 
surgeon retain full notes of his observations when 
called to attend an injured person, and he should 
make as thorough examination as the condition 
of the individual warrants. Remember too, that 
while your first allegiance is to the patient, you 
are not interested in any lawsuit that may arise. 
A report of your findings should never be given 
to the defendant unless the claimant or his rela- 
tives are aware of it and give their consent. Sev- 
eral physicians have testified to certain facts in a 
damage suit which were at variance with the con- 
tents of a statement they hurriedly supplied pre- 
viously, but had forgotten. The physician has no 
complaint to offer, under such circumstances, if 
his honesty, there and then is questioned. A cer- 
tain reputable diagnostician had that experience 
once and never heard the end of it. He address- 
ed a statement to a local lodge, classifying certain 
injuries serious, and forgot all about it. Two 
years afterwards he was summoned to court by 
the defense and testified the violence was incon- 
sequential and of no serious moment. His certifi- 
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cate was produced and he had to admit having 
issued it. This incident spread throughout the 
courthouse and everytime he appears in a case, 
it is recalled, much to his embarrassment. 


N MEDICOLEGAL practice there are many 
other angles the inexperienced should know 
about, if he is to avoid unpleasant complications. 
First of all, a physician should never make a 
complete examination of a woman without her 
consent. Even then a third person should be 
present. If an examination is to be made by medi- 
cal men representing both sides of a controversy, 
and you are acting for the defense, permit the 
plaintiff's physicians to make the vaginal investi- 
gation first. It is also a safe procedure to examine 
a virgin through the rectum unless you have full 
permission to do otherwise. 

If you happen to be a radiographer, and an al- 
leged injured foot or hand is to be examined, do 
not fail to radiograph the opposite member for 
comparison. A perfectly capable x-ray specialist 
not long ago radiographed a supposedly maimed 
foot and reported a serious and irremediable de- 
formity. The roentgenologist called by the de- 
fense submitted plates showing a similar deform- 
ity in both feet. 

Be cautious also in testing surface sensibility 
with a pin or needle, picked up loosely. Use a 
pledget of cotton. A well known physician took 
a pin out of his vest and prodded an alleged 
palsied arm in four separate places. The claimant, 
an emotional, unstable woman, declared the arm 
was completely benumbed. A week thereafter 
she signed an assault and battery warrant against 
the doctor and exhibited four beautiful ulcers, the 
size of a dime. I was present at the examination 
and saw the arm after the ulcerations had de- 
veloped. An adjustment was finally made but 
not until then was it learned that this woman 
wilfully placed a drop of carbolic acid on each 
of the four prodded spots. Another instance of 
the same character, concerned a man who ate a 
little soap each day to keep him emaciated until 
his damage suit was settled. He had a mortgage 
on his home which this suit was expected to lift. 

You should also be advised that the introduction 
of syphilis as a defense in a personal injury law- 
suit is always dangerous, even though it is the 
actual cause of the claimant’s disability. Some of 
the largest verdicts have been returned in cases 
where such a claim was made. In the first place 
a physician cannot deny that people afflicted with 
syphilis may, at the same time, have other diseas- 
es and infirmities, and he must also admit that the 
Wassermann test is not infallible as a diagnostic 
aid. Then again the courts have ruled that physi- 
cal violence, plus shock, may bring to the surface 
a dormant lues, and if the individual had not been 
traumatized the disease might never have de- 
veloped. 

The attorney for the plaintiff, under such cir- 
cumstances, takes the position that his client al- 
ways led an upright, wholesome life, that he 
previously enjoyed robust health, was never treat- 
ed for such a disease, was industrious in his work, 
and perhaps an active churchman. Such a per- 
son, in his opinion, could not possibly have ac- 
quired so vile a malady. Or he may argue, as a 
certain prominent lawyer did not long ago, that 
if it was true his blind client was syphilitic, as the 
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doctors contended, the condition must have been 
inherited. The fact, however, that he did not 
have the privilege of choosing his parents absolves 
him from all blame. With tears streaming down 
their faces, the members of the jury took up their 
deliberations, and in a few minutes brought in a 
verdict of $45,000. 

When examining a claimant for the defense, 
and the attorney for the plaintiff is present, take 
special care in making your investigation com- 
plete and thorough. Your every move is being 
noted, and if you are hurried or careless you 
doubtless will hear about it on the witness stand. 
It is also a favorite pastime for a cross examiner 
to have the physician give the length of time he 
consumed in making the examination. By this 
he hopes to show you were not as painstaking as 
his physician. 

If you are testifying in behalf of the defendant 
and you have expressed the opinion that the 
claimant has recovered and is now normal, the 
opposing counsel will probably attempt to prove 
you are prejudiced by asking if his client is a 
malingerer. Do not fall into this trap unless the 
general impression prevails that he has exagger- 
ated his condition. The question is best answer- 
ed by stating that you are not prepared to pass 
on the litigant’s veracity. You can, however, add 
that your examination proved negative and you 
could discover no physical basis for his alleged 
complaints. 

When a cross examiner decides to test your 
knowledge he may read a sentence from a cer- 
tain book and ask if you agree with it. Request 
him to read the entire paragraph and tell you 
when the book was published. If the work is 
more than five years old, you are well within the 
truth in asserting that medical science has ad- 
vanced so rapidly that such a book is practically 
obsolete. If the edition happens to be of recent 
date and the paragraph he read is not in harmony 
with your personal observations and experience, 
do not hesitate so say so. 

Another favorite stunt of attorneys is to in- 
quire if it is not true that medicine is an inexact 
science and physicians, therefore, are very apt to 
be mistaken in their professional conclusions. 
You may concede that his hypothesis is partly 
correct, as it is human to err, but you doubt very 
much if doctors are any different from lawyers in 
that regard. He will then want to know if you 
are not possibly mistaken in the diagnosis of the 
case on trial, to which you may reply that you 
do not think so, because you attended the claim- 
ant at the time of the accident, and subsequent 
thereto, every approved test was utilized and con- 
firmed, and the liklihood of error was eliminated 
long ago. 

Sometimes a cross examiner will attempt to irri- 
tate or arouse a physician, by requesting him to 
name the amount of his fee for testifying. In 
some instances, judges have sustained an objec- 
tion to this type of question on the ground that 
a charge for such service is legitimate and, there- 
fore, has no direct bearing upon the issue involv- 
ed. When you must answer, do so frankly and 
honestly, but there will always be the temptation 
to ask the lawyer if he would be good enough to 
state what percentage of the hoped-for verdict 
he plans to withhold for himself, as this would 
greatly assist you in arriving at a fair charge. 
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HYSICIANS should always bear in mind th; 

hearsay evidence can never go into the reco: 
of a personal injury case, and, when testifyin; 
they should not intimate that the claimant su: 
fered pains, headaches, etc., unless there are, « 
were, objective manifestations to confirm then 
Pain or headaches cannot be seen or demonstra‘ 
ed, and such conditions are very often pure sul 
jective affairs. 

When you have testified on behalf of the de 
fense that the alleged disability is temporary an: 
a full recovery will ensue, you may anticipate » 
vigorous cross examination, as the plaintiff's peti 
tion probably claims a total and permanent physi- 
cal impairment. If this fails to weaken or dis- 
credit your opinion, the attorney may offer to 
place his client under your professional care and 
ask if you will guarantee to restore him to norma! 
health. Tell him frankly that medical ethics pro- 
hibits such a contract to be made. Only quacks 
are in a position to guarantee cures. 

On the other hand, if you happen to be the fam- 
ily physician of the injured man and, therefore, 
conversant with his previous history and the state 
of his health since the casualty, you have testified 
he is now afflicted with a neurosis which you be- 
lieve is traumatic in origin, you unquestionably 
will be asked if it is not true that the element of 
compensation or “hope of reward,” with the 
worry incident thereto, is the cause, rather than 
the injury. You may admit in reply that the 
worry and strain incident to a lawsuit does un- 
favorably influence the nervous stability of liti- 
gants and even the witnesses, but inasmuch as 
nervousness was no part of the individual’s make- 
up prior to the mishap, you regard the disability 
as genuine, and not related to the litigation. You 
should, however, add that a full recovery will 
gradually follow as no objective symptoms of 
disease prevail, but you cannot state when, as the 
reaction to shock and violence differs in people 
according to their temperament and resistive 
qualities. 

When a physician is summoned into court with- 
out a previous consultation, it mav be assumed 
that the attorney hopes to secure his testimony 
without paying for it, and the doctor who falls 
for this sort of thing does not value his time and 
services very highly. Of course vou are oblised 
to respond to a subpoena, but everv physician 
should safeguard his interests by informing the 
litigant or his representative, prior to the trial. 
that he cannot afford to anvear in court unless 
adequately compensated, and his charge for testi- 
fying will be so much. Your schedule for testi- 
fying should be as well regulated as your charge 
for obstetrical cases, or any similar service, and 
it is your own fault if you are not proverly paid. 
The attorney very often accepts a retainer and 
the medical man is entitled to the same protec- 
tion. 

In this connection I may be nermitted to state 
that much of the criticism of doctors in personal 
injury controversies arises from the testimony 
they sometimes give on the so-called contingent 
plan. It is contended that nhvsicians who testify 
on this basis are interested primarily in the ver- 
dict and are. therefore. not impartial witnesses. 
If this is true. and I believe it is. the blame rests 
squarely on our shoulders and it is up to us to 
correct it. There are situations, however, that 
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ght complicate any proposed reform, but it cer- 
nly is possible to eliminate the evil if all con- 
rned will cooperate. 
In the first place if a damage suit is meritorious 
1d medical testimony is necessary to maintain 
there is no intelligent reason why such ser- 
ce should not be paid for in advance, or guar- 
iteed. It is simply a business proposition. When 
ju drive your disabled automobile into a garage 
yu encounter a sign which reads as follows: 
Help us to render more efficient service by re- 
raining from asking credit.” Surely the rehabili- 
ition of the human mechanism is a more valua- 
ble service than the repair of a motor car, and 
et physicians are usually the last to be paid and 
ometimes never paid. If the garage operator can 
conduct his department on a sensible basis surely 
ihe medical man can do likewise. Unfortunately 
many doctors in their willingness to be of helpful 
service lack the stamina to assert their rights, and 
this explains why they so often are imposed upon. 
The problem is further complicated by the fact 
that when an individual is injured and a lawsuit 
is inevitable he will defer paying the physician 
until the case has been settled. This actually obli- 
gates the doctor to protect his claim in court, and 
he should decline to do so until his bill has been 
paid. Nine times out of 10, payment will be made, 
either in part or in full, as the litigant is aware 
how helpless he would be without medical testi- 
mony. This is in keeping with sound business 
principles. 


OST of you doubtless have learned from 
experience that no two attorneys conduct 
their cross examinations in the same fashion. Each 
develops a method which best suits his particular 
requirements. Some confine themselves to the 
issue at stake, and their questioning is brief, con- 
cise and intelligent. Others are constantly on the 
alert to catch the unwary off his guard. A cer- 
tain prominent lawyer, who specializes in person- 
al injury lawsuits invariably asks opposing medi- 
cal witnesses to name the number of reflexes in 
the human body and describe the mechanism of 
the Babinsky reaction, knee jerk and ankle 
clonus. 
travagant stress upon the significance of Rom- 
berg’s sign as an unmistakable indication of spinal 
disease, especially if the client bruised his back. 
Romberg in his original contribution pointed 
out that patients afflicted with spinal lues swayed 
three inches or more, when standing erect with 
eyes closed, and this manifestation in conjunction 
with Argyll Robertson pupils, girdle sensation, 
optic atrophy and abolished knee jerks was suffi- 
cient to establish a diagnosis of tabes. He also 
declared that this sign as an isolated phenomenon 
carries no significance, as persons exposed to pro- 
found emotional insults, or even those under the 
influence of strong drink, sway much more than 
three inches and are not necessarily suffering 
trom disease, disorder or defect of the spinal cord. 
The test, therefore, in the absence of other clini- 
cal symptoms is not only a subiective affair but 
also is capable of being voluntarily and wilfully 
induced. Sometimes I think Romberg would turn 
over in his grave if he knew to what purposes the 
sign that bears his honored name is sometimes 
applied. 
Medical witnesses have nothing to dread pro- 
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viding they prepare themselves for cross examina- 
tion and are willing to stick to the truth irre- 
spective of whom it hurts. Furthermore it will 
not react unfavorably upon them if they cannot 
answer all questions. When the doctor is asked 
a highly technical question or one that concerns 
some particular branch of medicine with which 
he is not especially familiar, it is much safer to 
refer his.reply to one who specializes in that de- 
partment rather than take a chance in answering 
it incorrectly. Good common sense and self con- 
trol will usually tide the witness over any pos- 
sible crisis. 


EMEMBER too that you also may be on trial. 

A neighbor of the judge, for instance,.may 
be a patient of yours, or you may have patients 
or friends of patients on the jury, and the man- 
ner in which you conduct yourself may enhance 
or impair your professional reputation. Only a 
few days ago one of our best judges remarked to 
me that it was always a great help to him to hear 
from a certain industrial surgeon, as his testimony 
was so frankly and impartially expressed. For 
these reasons it is also desirable to utilize intelli- 
gent layman’s English when describing certain 
physical and mental conditions. If a joint afflic- 
tion is an issue, refer to it as a certain type of in- 
flammation to which the term arthritis is usually 
applied. If the problem is one of “nerves,” de- 
scribe it as a functional nervous disorder known 
to medicine as a neurosis. By so doing you spare 
yourself a prolonged cross examination. You 
should, moreover, have on such occasions a ready 
knowledge of the major reflexes, the significance 
of sensory changes (real or assumed), pupillary 
reactions in health and disease, and the behavior 
of the Babinsky, Gordon, Chaddox, Oppenheim, 
clonus, Rumpf’s sign, and other well recognized 
clinical phenomena. You may be interrogated 
relative to spinal fluid findings, the different 
phases of blood pressure, and the manifestations 
of shock, concussion, etc. Finally, be on the alert 
when possible to anticipate from the first question 
what the examiner is trying to establish. Being 
forewarned, so to speak, is being forearmed. 

The profession should also appreciate the perils 
to which they are habitually exposed in the prac- 
tise of their calling. When the Industrial Com- 
missions went into operation the number of dam- 
age claims arising from industrial casualties grew 
less and less and certain attorneys found it neces- 
sary to look elsewhere for their cases. It may be 
a coincidence, but it is nevertheless true that the 
number of malpractice suits against physicians 
has greatly increased since that time. In this 
regard it is extremely desirable that we prove 
loyal to each other, remembering that no matter 
how careful or conscientious we may be, the pros- 
pect of a lawsuit is constantly before us. Ninety- 
nine times out of a hundred a malpractice suit 
is not honest, and for that reason I have flatly 
refused to testify against a fellow practitioner, 
and I never will unless compelled to do so by 
court order. 

It is, therefore, most important that physicians 
be painstaking in their examinations and espe- 
cially of all complicated or doubtful cases, and 
they should call to their assistance every approv- 
ed clinical aid before a final conclusion is reach- 
ed. Even then it is a good plan to refrain from 
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issuing a signed diagnosis until all doubt has been 
eliminated. Verdicts have been returned against 
members of our profession for erroneous opinions. 
Moreover every patient at his first consultation 
should be subjected to an exhaustive investiga- 
tion, both physical and mental, and when addi- 
tional help is necessary, such as blood chemistry, 
x-ray, etc., the patient should be frankly inform- 
ed. If this is not supplied the responsibility rests 
on his shoulders. Damages have also been assess- 
ed against doctors for the improper insertion of 
an intravenous needle, and for many other simi- 
lar and sometimes unavoidable mishaps. No mat- 
ter how careful one may be there is always the 
danger of something going wrong, and we should 
remember that our mistakes travel faster than 
our successes. So long as a certain type of people 
are hungrily awaiting our every misstep, so long 


must the busy physician protect himself by ade- 
quate insurance. 


NEW situation has recently become of inter- 

est medicolegally and that concerns the prob- 
lem of encephalography. It is contended by sev- 
eral responsible clinicians that certain cases of 
so-called post-traumatic neurosis, are explainable 
on the basis of organic changes in the brain that 
can be visualized by encephalography. It is un- 
mistakably true that roentgenographic studies 
made possible by the lumbar insufflation of air to 
replace spinal fluid are capable oftentimes of un- 
masking gross lesions such as neoplasms with 
startling accuracy, but in the appraisal of diffuse 
processes the element of error still prevails. This 
probably is attributable to the fact that deformit- 
ies of the convolutions while entirely normal, cast 
shadows which are apt to prove misleading. 

During the past two vears I have had under 
close observation two cases in which a diagnosis 
of post-traumatic neurosis was certainly justi- 
fiable. Both were victims of severe concussion 
without fracture of the skull. Subsequently these 
patients were subjected to encenhalogranhic in- 
vestigation which allesedlv disclosed cortical 
brain atrophy. I accented these findings. but to 
my utter surprise both individuals made com- 
plete recoveries within four months and resumed 
their usval occupations. In my judgment it is 
not possible for a degenerative process of this 
nature to abate in so short a time. We should 
therefore hesitate to classify post-traumatic neu- 
rosis organic until cerebral nneumogranhic in- 
ternretation reaches a higher degree of efficiency. 
A diagnosis of this sort implies a dark prognosis 
which if not sound is eminently uniust to the 
patient and most unfair to the defendant. 

In closing. permit me to emphasize that irres- 
pective of the criticisms we hear from time to 
time. the standing of the medical profession as a 
whole, in its relations to judicial affairs. is be- 
yond reproach. I am also convinced that physi- 
cians have much to gain from association with 
reputable attornevs, jurists and the courts. It is 
indeed an experience that broadens the medical 
man’s outlook and assists him in grasping situa- 
tions promptly and impartially. It is helpful as 
a builder of poise and control—a ready asset in 
any branch of human endeavor. In a word it 
provides instruction in numerous important mat- 
ters which cannot be obtained from any other 
source. 
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The Words Themselves 


ANGUAGE, Jargon and Modern Medicin: 
is the title of the very interesting Preside 
tial Address of Dr. Herbert M. Hurtler, at t 
opening of the 95th session of the Liverpool Mec .- 
cal Association.* 

Dr. Hurtler shows the approximate ages | { 
about 200, mostly modern, medical words. His .- 
ble has “silicosis” originating in 1891, “pneumo- 
koniosis” in 1890. 


Silicosis 
UT Dr. G. G. Davis’ “The Pneumonokonios¢s 
(Silicosis)—-Bibliography and Laws,” pub- 
lished last year with the references of the world’s 
literature from 1556 to the end of 1933, shows “‘sili- 
cosis” first mentioned in 1871—Ref. No. 165 being 
“Rovida, L.: “Un caso di silicosi del polmone con 


analisi chimica,” published at Milan in that year. 
The next reference is from five years later, 1876. 


Pneumokoniosis 


ND “pneumokoniosis” dates back to 1567. Ref. 

No. 2 cites “Paracelsus: Von der Bergsucht, 

Diligen (Quoted from F. H. Garrison, History of 
Medicine, 2nd. ed., 1917, 192).” 

‘The second reference—to “de la phthisie pul- 
monaire’—is from 1831, and there are 17 from 
dates prior to 1890. 

The comparatively recent development of inter- 
est in the conditions connoted by both words is 
apparent from the accompanying lists of the num- 
ber of references to the literature in each year. 
Going backward, there are 161 silicosis references 
for the four years from January 1, 1930, to De- 
cember 31, 1933, with only two more than that, or 
163, in the previous decade; while the pneuwmono- 
koniosis references total 121 for the same four 
years against 144 for the preceding 10 years. Dr. 
Davis’ book ended with 1933. The 1934 references, 
much more numerous than in any preceding year, 
are to be the subject matter of his second book. 


Silicosis Pneumokoniosis 

1871 ae 1567 — 1911 | 
1876 1 1831 i 1912 4 
1897 1 1834.. 1 1913 ] 
1909 | 1869 1 1914... 6 
1911 1 1871 — 1915. 2 
1915 an 1878..............2 1916 2 
1916 7 1880. 4 1917 2 
1919 2 1881. 1 1918 l 
1920 4 1885 1 1919 4 
1921... a7 1888 2 1920. 2 
1922 6 1889 2 1921. rs) 
1923 6 [oee..... 1 1922 cele 
1924 asl ES | ae 
1925 10 1898... cool | | 15 
1926 8 1899. 2 1925. ae} 
1927 8 1900... 3 1926 cane 
1928... 10 0 ee 1927............16 
1929... 39 1902..............2 1928 18 
1930............64 1904. voll 1929. ae | 
1931 41 1906 3 1930. 00 
1932 53 1907. ae | 1931 33 
1933 67 BR cincsscacsccall 1932 7 

1909..............1 1933 41 

1910... 3 
Total 343 : | 334 


Yearly No. of References to “Silicosis” and “Pneumokoniosis” 
“The Pneumonokonioses (Silicosis)—Bibliography and Laws 
* Published in the 
Part I, 1934. 


Lizerpool Medico-Chirurgical Journal, Vol. XLII, 
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XV. First Aid in Industry 


IRST AID has rightfully been placed in the 
PH hanes of the medical profession, which by 

reason of its education and experience is best 
able to cope with the situations that arise in in- 
dustry. The history of first aid shows that before 
the war this work in industry was carried on by 
nurses and untrained laymen, without the services 
of medical men, the main reason being the em- 
ployers’ desire to save money. Such first aid treat- 
ment was incompetent, and many deplorable and 
disabling complications resulted. The fault was 
not that of the first aid men but of their employers, 
who furnished medical and surgical supplies but 
not the proper training for their use. These men 
did the best they knew how, as it is man’s natural 
desire to aid a fellow man in distress, and while 
many times their work was efficient and valuable, 
any ill results of their treatment should be charged 
up to ignorance. 

First aid as it existed in industry before the war 
was not looked upon with favor by the medical 
profession, and even the laymen themselves dis- 
couraged its practice. However, a new attiude to- 
ward first aid instruction to layment was developed 
out of the war. It was found that there were not 
sufficient medical men to serve the many ills and 
wounds that war carries with it, and it was nec- 
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essary to give the soldiers as- 
sistance either to themselves 
or through them to their com- 
rades in time of emergency. 
Such first aid treatment proved very valuable—in 
fact many of those wounded in action would not 
be living today but for the fact that their com- 
rades applied the principles of first aid. 

Industry was quick to see the value of training 
employees in first aid to render assistance to the 
injured, especially in isolated places that required 
a long time to be reached by a doctor. The nec- 
essity of having first aid trained employees is more 
apparent in the electrical and railroad transporta- 
tion industries on account of the widely scattered 
territory served by them as well as the nature of 
the accidents that occur in the operation of these 
industries, such as electric shock, which calls for 
immediate action if the injured is to live. The in- 
dustries served by our Medical Department have 
a definite first aid policy, which had its inception 
17 years ago on the Elevated Railroads in Chicago, 
and the great value of first aid work as an economic 
factor in these industries is apparent today in the 
large number of lives saved and the countless 
number of cases where meritorious first aid service 
was rendered to employees and the public in time 
of emergency. 

In establishing a first aid policy, the items to 
be taken into consideration are the location of the 
industry as to accessiblity by doctors, the nature 
of the work of the industry, and the severity of the 
injuries most frequently occurring. The first step 
taken by our Medical Department towards arriv- 
ing at a first aid system was to establish at various 
locations suitable first aid equipment to meet the 
emergencies that arose in the course of the daily 
work. The records of all accidents of the three 
years preceding 1913 were secured, and each acci- 
dent and its location were recorded on a map of 
the physical property of the company. The graph 
method of using colored pins to designate the dif- 
ferent kinds of injuries was employed, so that the 
nature of and the places where accidents occurred 
most frequently could be determined. It was 
found that first aid stations were necessary at 
shops, towers, terminals, switch and storage yards, 
dispatchers’ offices, and certain pasenger stations. 
Trivial injuries, such as cuts, scratches, etc., to 
the hands and fingers, occurred most frequently; 
bruises, contusions and strains to the lower ex- 
tremities next; electric burns to the face and up- 
per extremities third; foreign bodies and electric 
flashes to the eyes fourth; fractures of the lower 
extremities fifth, while electric shock was the last 
but most severe injury listed as possible fatality. 
Included in this list are fainting attacks, epileptic 
fits and head injuries, which had to be taken into 
consideration in selecting first aid equipment. 

From a study of these injuries, the following 


contents were decided upon as necessary for the 
first aid box: 
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4—one-inch gauze bandage rolls for finger injuries; 

4—two-inch gauze bandage rolls for hands, face and feet 
injuries: 

4—three-inch gauze bandage rolls for electrical burns and 
large injuries of extremities and for tying splints in 
fracture work; 

l1—two-ounce carton of sterile cotton for iodine swabs, re- 
inforcing burn dressings, splint paddings; 

2—<cartons, one yard of sterile gauze for burn or wound 
dressings; 

l1—one-inch spool of adhesive plaster for securing band- 
ages and dressing; 

2—ounces of 2% iodine in amber-colored bottle, rubber- 
corked and carrying date of issue; 

2—ounces spirits of ammonia for shock and fainting cases; 

2—ounces of sterile petrolatum for burn dressings; 

2—ounces of boracic acid eye-water with medicine drop- 
per for wounds of eyes and foreign bodies; 

1—pair of blunt-pointed scissors; 

i—first aid booklet; 

1—pad first aid requisition blanks for supplies; 

l1—record card, to record cases treated out of the box; 

1—bottle containing 30 sterile cotton applicators for io- 
dine application; 

l1—bar of germicidal soap for the first aid man to use in 
washing his own hands before treating; 

1—tourniquet for controlling hemorrhage; 

1—metal first aid box, portable; and 

1-—set on instruction on the lid of the first aid box. 


The contents of our first aid boxes today are the 
same as hereinbefore listed, with the exception 
that iodine in ampoule form has been substituted 
in boxes which are not used frequently. Where 
conditions warrant, the two-ounce bottle of iodine 
is furnished. The dating of the iodine assures that 
it will be picked up after one month, thus avoiding 
the possibility of its becoming concentrated and 
causing burns. From 1913 to 1928 we have had 
no burns from iodine, due to the proper super- 
vision of this antiseptic. We have experimented 
with other antiseptics but by popular request of 
emplovees have discontinued using it and returned 
to the use of iodine. The gauze as furnished for 
first aid boxes today is in sterile envelopes of 24 
inches square folded three times, instead of in 
cartons. 

Regulation U. S. Army stretchers with woolen 
army blankets were next installed at each of the 
first aid stations for transporting injured people. 
The stretcher and blanket were placed in a steel 
cylinder, painted red and marked. It was essential 
that the locations of stations be made known to 
employees, so there would be no delay in time of 
emergency. A first aid station marker was de- 
signed, as follows: a solid red circle on a white 
background encircled by an inch-wide green band, 
with the words “First Aid Station” on the lower 
margin. 

Emplovees in charge of first aid locations on day 
and night duty are responsible for keeping them 
completely equipped. A system was inaugurated 
of sending a report and requisition once a week to 
the Medical Department for supplies that are 
needed, and once each month an inspection is made 
by the department supervisors who check up on 
the equipment and its condition. The Director of 
First Aid from the Medical Department makes a 
careful inspection quarterly of all first aid stations. 
This method of inspection and supervision assures 
complete equipment for any emergency. As the 
needs arise, additional first aid locations are estab- 
lished. 

The most difficult phase of the problem was that 
of selecting and training employees who would 
function in time of emergency until the doctor 
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arrived. A first aid school was established, and 
course of lectures and demonstrations on first a | 
was compiled. As all first aid manuals in existen 
at that time were either insufficient or too comp) - 
cated to meet our needs, we compiled our oy 
manual containing the essential first aid principle . 
worded in simple, non-medical terms. We relic | 
upon the lectures and demonstrations to carry th. 
story to the employee. The course required an a’ - 
tendance of two hours one day each week for thre» 
months or 20 hours. This was later reduced to 15 
hours, which is in effect at the present time. After 
the course of lectures and study of the textbook, 
students are required to demonstrate the princi- 
ples of first aid and pass an examination before 
they are certified for graduation and a diploma. 
The classes consist of an average of 30 students 
each, and each division of every company has a 
first aid class in continuous operation throughout 
the year, men and women being in separate classes. 
Graduation is held once a year at one of the large 
loop hotels for all students successfully passing the 
prescribed course, followed by a banquet and 
vaudeville entertainment, and a diploma signed by 
the President, General Manager and Chief Sur- 
geon is presented to each graduate. The Britton I. 
Budd gold medal for the saving of human life is 
also presented at this banquet to employees who 
have saved life either by rescue or by first aid serv- 
ice. 

Employees who attend first aid classes are se- 
lected from those who have been in the service for 
a length of time to assure of their remaining indef- 
initely with the company. Personal appearance, 
cleanliness, tactfulness and ability to remain calm 
under stress are qualities looked for in choosing 
students. Tendency towards leadership and ability 
to disseminate the information imparted to them 
are added assets. It is essential that the employ- 
ment of first aid men keep them on duty continu- 
ously during the day or night. This training makes 
them valuable assistants to the doctor in time of 
accident, they become disciples of safety and 
health, and they spread health propaganda among 
other employees. 

The first aid course of instruction covers resus- 
citation by artificial respiration in cases of electric 
shock, drowning and asphyxiation from gas of car- 
bon monoxide, methods of entering smoke and gas 
filled rooms, methods of controlling arterial bleed- 
ing and treating the resulting shock, immobiliza- 
tion of fractured limbs and methods of transport- 
ing persons so injured, treating of unconscious 
cases until arrival of the doctor, methods of band- 
aging, and the care of lacerations in an asepti' 
manner. 

It is far better to give a simple course of first aic 
instruction, visualized to the employee by demon. 
strations to and by the student, until he is perfec’ 
in applying the same. Select for a teacher a medi- 
cal man who understands first aid work from ac. 
tual experience, and not one of the so-called firs‘ 
aid lecturers who has never used a surgical instru- 
ment but teaches only from theory. There are or- 
ganizations that teach first aid to industrial and 
lay students for a consideration, but theory insteac 
of actual practice governs their teaching, and the} 
are more concerned with turning out a large num- 
ber of students and securing new students than 
with their training, with the result that the stu- 
dents are incompetent for first aid work. It is best 








4 =~ 





, L. 4, No. 3 


t} at an industry have its own first aid school for 
« \ployees, since they are more familiar with the 
« nditions and policy of the company, rather than 

have outsiders come into the organization and 
+ y to force their theories and methods into the 
utine of the company. After once teaching an 
aployee the principles of first aid, it is important 
at he be given an opportunity to brush up on his 
1iowledge so as to be fit to act in an emergency. 
yw this purpose, actual practice demonstrations 
e frequently held, and employees in different de- 
rtments devote a certain amount of time each 
week to the practice of first aid principles. 

While our first aid service was primarily for the 
benefit of employees, its scope has become so en- 
larged that it now extends to the general public, 
on the street and in the home, and many medals 
have been awarded for meritorious acts occurring 
away from the company’s property. The demand 
by other industries, schools, churches, clubs and 
associations for first aid demonstrations to their 
employees or members became so great that first 
aid teams, composed of both men and women, 
were organized for the purpose of public demon- 
strations in Chicago and surrounding cities. The 
teams are composed of from five to 20 members 
each, the size depending on the number of persons 
before whom the demonstrations are made, and 
the performance lasts from 15 minutes to an hour. 
Both the men’s and girls’ teams wear attractive 
uniforms, and their reputation has spread over the 
United States and Canada. 

Once a year inter-departmental contests are 
held between the teams of each company, and an 
inter-company contest is held between the cham- 
pions. In 1924, 1925 and 1928 the teams of the 
Chicago Rapid Transit Company won the cham- 
pionship of the City of Chicago in a contest held 
under the auspices of the American Red Cross 
between the utility companies of the city. 

First aid, consisting of carefully trained employ- 
ees, together with the proper equipment and the 
cooperation of the officials of the organization, 
has proved its great value in industry, and the 
results are best summed up as follows: First aid 

1. Assures every employee and customer of re- 
ceiving immediate attention in time of injury un- 
til the arrival of the doctor, minimizing or dis- 
pelling pain; 

2. Reduces fatalities, as immediate aid often 
determines whether or not the patient will live, 
and ignorance of the methods of rescue from vari- 
ous elements results in a fatality; 

3. Encourages employees to safeguard their 
‘ealth and life, and not to neglect trivial symp- 
‘oms; 

4. Minimizes 
cratches, etc.; 

9. Reduces the compounding of simple frac- 

ire by intelligent handling and splinting; 

6. Reduces the period of convalescence from 
ajury by treating shock, controlling bleeding, 

te. 

7. Assures of adequate supplies for the treating 

{ emergencies, and facilities for making the in- 

ired comfortable at the place of accident; 

8. Assures of transporting a patient to the doc- 
or’s office or the hospital in a correct and efficient 
nanner; 


9. Lessens delay in securing a physician’s serv- 
CeS; 
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infections from lacerations, 
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10. Increases the confidence of the layman in 
the medical profession; 

11. Strengthens employee and public relations; 

12. Makes each employee his brother’s keeper, 
and encourages safe practices. 





“Surgeon” and “Physician” 


HE word surgeon is much younger than the 
word leech. During the six centuries of its 
history, it has been spelled in 30 different 
ways. In the same. period of time (600 years) its 
more classical sounding synonym chirurgeon, 
whose adjective we perpetuate in the title of our 
journal, has known 15 different spellings. A hand 
man is all that surgeon means etymologically, and 
in its youth the word had not much of dignity or 
glory about it. Did not Edward IV incorporate 
the Company of Barber-Surgeons in 1461 A. D.? 
But when not hyphened with inferior company, 
the word did for some centuries mean any mem- 
ber of our profession and not necessarily one who 
treated solely or mainly by manual operation. 
Even as late as A.D. 1880 when Sir James Paget 
began his well-known memoirs he could write ‘It 
was decided that I should be a Surgeon—meaning 
a general practitioner.’ 

“Since 1880 specialism has advanced and the 
word surgeon has been appropriated by one of 
its branches. The word is now too much asso- 
ciated in the public mind with scalpels and cut- 
ting operations, with theatres, with white gowns 
and skull-caps, and also perhaps—though this 
should alas be expressed in the past tense—with 
fabulous emoluments, to be any longer a suitable 
designation for the less exalted members of our 
profession whose services are less expert in pro- 
portion as they are more varied. 

“Physician is a slightly older word than sur- 
geon. It came to us spelled with an ‘f’ soon after 
the Norman Conquest. As recently as the six- 
teenth century it was spelled with a ‘v’. Thus in 
1526 Tindall. translating Luke iv. 23 wrote ‘Visi- 
cion heale thy silfe. . . . Like surgeon it long 
remained a generic term—as it still does in 
America—and by no means excluded those who 
performed operations; indeed it is obvious from 


- an Act of Parliament passed in the reign of Henry 


VIII that surgery was officially regarded as a 
branch of a physician’s work. That Act (A. D. 
1540) says ‘Forasmuche as the science of phisicke 
dothe comprehend the knowledge of surgery as a 
special membre and parte of the same, therefore 
be it enacted that any of said Company or fel- 
awiship of Phisitions . . . may exercise the said 
science of Phisik in all and every his (its) mem- 
bres and partes’. The Oxford Dictionary quotes 
Woodall as saying in 1612, ‘The more learned sort 
are justly stiled by the title of Physicians, and the 
more experienced sort are called Chirurgeons or 
Surgeons.’ 

“From a linguistic point of view it is to be re- 
gretted that the words physician and surgeon 
should have been allowed, at all events in the 
medical parlance of the British Isles, to become 
sharply antithetical. The language has thereby 
lost in physician—as it earlier lost in leech—a not 
wholly unsuitable term for any and every mem- 
ber of our profession.”—From “Language, Jargon 
and Modern Medicine,” by Herbert R. Hurtler, 
M.D., in The Liverpool Medico-Chirurgical Jour- 
nal, Vol. XLII, Part I, 1934. 
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tures, several cases of 
which have gone to 


E HAVE had an 
epidemic of 
odontoid frac- 


court. I have been interested in fractures of the 


cervical vertebrae for about 20 years but have 


never found a fracture of the odontoid. I have 


seen a great many x-rays of alleged fractures of 


the odontoid. 
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Odontoid Process — An- 
teroposterior View, 
Through Mouth. 


In 1932 while at- 
tending a_ fracture 
demonstration in St. 
Louis, I saw demon- 
strated a supposed 
fracture of the odon- 
toid. The patient was 
astrong, round- 
shouldered Italian, 
who had fallen from 
the side of an auto 
truck to the _ street 
level, a distance of 
four or five feet, sus- 
taining bruises with 
a fracture which was ‘ 
diagnosed by both Odentoid 
the roentgenologists 
and the surgeons as a fracture of the odontoid 
process. 

He did-not have a fracture of the odontoid. A 
man diving into a pool or falling directly on his 
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* Read before the Central States Society of Industrial Medicine and Sur- 
gerv, Cook County Hospital, February 26, 1935. 


Miusinterpreted X-Rays 


With Special Reference to the Odontotd 
by 
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head or neck might sus- 
tain a fracture of the 


This situation as in St, 
Louis, has been repeated 
all over the United States—roentgenologists tak- 
ing pictures and thinking they have a fracture of 
the odontoid. It is a distressing matter, not only 
for the future of the patient, but also because of 
the price that has to be paid for some of these al- 
leged odontoid fractures. 

There are many different ways of taking pic- 
tures to demonstrate a fracture of the odontoid. 
The technician in our office took the picture of 
the odontoid process shown on this page, while 
making a sinus picture, by raying directly 
downward. It seems to me that when you think 
you have a fracture of the odontoid, if you go 
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Odontoid Process—Posterior-Anterior View, Through Top 
of Head (Same as Sinus Picture is Made). 


over the skeleton and see how nicely the odontoid 
is protected and what might be fractured before 
the odontoid, I feel sure you will think twice be- 
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Transverse Fracture, Base of Odontoid Spondylolisthesis (Age 206) 


(Referred by Dr. Melton B. Burns, Chicago) 








his was Diagnosed as a Fracture of Fifth Lumbar It was a Spina Bifida Occulta of Fifth Lumbar 


Vertebra Vertebra 
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Autopsy Proved Silicosis Not Complicated by Miliary Tuberculosis. 


fore you make a diagnosis of fracture of the odon- 
toid process, unless you have a history of an acci- 
dent that might do some damage to the odontoid. 

The pictures on pp. 132 and 133 bring out the 
odontoid process very well. The anteroposterior 
view, taken with the mouth open, is rarely of any 
value, and the lateral picture gives very little in- 
formation. I have an anteroposterior picture taken 
through the mouth, which was thought to be the 
only way of demonstrating the odontoid some 
vears ago. This is practically a duplicate of the 
picture referred to as shown at St. Louis. That 
picture would be a beautiful one to demonstrate a 
fracture of the odontoid in court, but it has been 
read by a number of roentgenologists and has 
been pronounced entirely negative. 

When you have a suspected cervical vertebra 
injury, I believe it is worth while to bear in mind 
this picture of the odontoid, as well as the fact that 
the alar ligaments tear when a fracture of the 
odontoid occurs. This is, as a rule, impossible. If 


the odontoid is fractured, it will be noted it is not 
in the center of the oval or the atlas’. 

I am bringing this to your minds because it has 
been a troublesome question, and as traumatic 
surgeons, we ought to meet these problems. The 
roentgenologists should make the diagnosis, and 1! 
their diagnosis does not correspond with the his- 
tory and the findings, another examination should 
be made. After all the surgeon is the one to ar- 
rive at the final conclusion. 

The picture at lower left on p. 133 is a spina 
bifida occulta diagnosed as a fracture of the fift! 
lumbar vetebra. 

This diagnosis was made on one flat film, and th: 
case came to the industrial court. The possibility 
of spina bifida occulta should be borne in mind 1 
disturbances about the fifth lumbar vertebra. 

I have one more subject to mention and that 1: 
silicosis. One day, a man walked into our offic« 
with a dry tongue, shortness of breath, and said h« 


i. Cunningham, p. 311. 
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Silicosis Not Complicated by Tuberculosis. 


was sick. We started looking him over, and in the 
meantime the picture on this page was taken. He 
gave a history of having worked for 20 years as a 
sand-blaster and emery grinder in a machine shop. 

This is the most beautiful picture I have ever 
seen showing a real case of silicosis not compli- 
cated by tuberculosis. I show this picture to em- 
phasize the fact that occasionally we do have a 


case of silicosis without a complicating tubercu- 
losis. 


This man was pale and anemic looking, but did 


not seem acutely ill. Head, neck, eyes, chest, ex- 
\remities, reflexes and nervous system appeared 
iormal. Lung examination revealed nothing ex- 
‘raordinary excepting a small patch of dullness 
n the left side over the lower portion of the 
upper lobe in the axillary line. Weight two years 


ago, 175—present 156. Blood pressure 120/80; 
pulse 86; respiration 24; temperature normal. 
Urinalysis entirely normal. Heart, no murmurs; 
rate regular, and quality fair. Blood analysis: red 
cells, 3,240,000; white cells, 6,900; hemoglobin, 
65°%; Differential: polynuclear-neutrophiles, 64% ; 
lymphocytes, 34%; basophils, 2%. 

X-ray examination of the chest revealed many 
small white patches varying in size from a pin 
point to the size of the tip of a large lead pencil 
distributed throughout the entire lung tissue, more 
marked in the peripheral areas and base than in 
the central and apical regions. The lymph glands 
in the mediastinal regions are remarkably clear 
and free from calcification and fibrosis. The dia- 
phragm markings are normal and there does not 
appear to be a great deal of fibrosis of the pleura. 
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Modern Industrial Surgery 





—As to Some Aspects of Which a Surgeon Speaks His Mina— 


by 


MARSHALL J. PAYNE, M.D. 


has projected itself into a 

field, or specialty, all its own. In importance 
it has advanced above the other branches of the 
healing art. Military surgery had only in times 
of war, must yield rank to industrial surgery had 
in time of war and peace. The military surgeon 
is not called upon in times of war to express a 
medicolegal opinion, or to state the aspects of dis- 
ability. The industrial surgeon, on the other hand 
is confronted almost daily with the necessity 
which he cannot escape, of describing the nature 
and consequences of injuries. The great army of 
injured furnish many new and perplexing prob- 
lems for the surgeon. At times, it may be difficult 
or impossible for the surgeon accurately to esti- 
mate the extent and fully fix the amount of the 
permanent or total disability. Under modern com- 
pensation laws, the injured have developed a 
psychology peculiarly all their own. 

It is not always possible to estimate the true 
disability on account of the attitude of the in- 
jured individual. Illustration: A negro lad, aged 
19, sustained a fracture of the terminal phalanx 
of the right small toe. After full healing of the 
fracture, he complained of pain whenever seen 
or examined by the surgeon, yet he was able to 
play ball in a rough field immediately prior to 
and after the surgeon’s visit. The attitude of 
the injured must be fully appreciated and under- 
stood. For example, recently a claimant was 
carefully examined to determine his fitness for 
resuming his work. When claimant was told 
that he had fully recovered and was able to re- 
turn to work, and that the company would be so 
informed, he said: “Doc, give me another week.” 

The principles of industrial surgery are not 
different from the principles of general surgery. 
Yet the practice of traumatic surgery demands 
mature judgment and careful reasoning. Indeed 
the very nature of the injury may demand the 
exercise of the highest type of skill and the ap- 
plication of surgical principles more wisely than 
any other surgical condition, in order that suc- 
cessful management of the case may be obtained. 

At times, it is almost impossible to understand 
a claimant’s reaction to the injury and the con- 
sequences of the accident under compensation 
laws. This attitude on the part of the injured 
claimant is fraught with added responsibility and 
difficulty to the surgeon. 

It might be well to mention something that is 
present in almost every human being which 
blights many of the better things in life. I mean 
the matter-of-fact attitude; the taking of things 
for granted, simply because of constant contact. 
Because of continued or constant contact we may 
fail often to appreciate and evaluate their actual 
worth. Valuable experiences are often taken as 
a matter of course; and, because of not being ex- 
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traordinary, a_ sufficient im 
pression is not made upon us. 

In order that I may make clear some importan 
points in the consideration of the subject, I shal 
briefly discuss several illustrative cases whic! 
are taken from my own experiences. In this wa’ 
the necessity for careful scrutiny of all cases o 
injuries, regardless of the severity of the injur 
may be emphasized. 


MAGINE my surprise when told recently by an 

industrial commissioner that the commission 
had “heard 5,000 cases of hernia and knew a]! 
about hernia.” I wonder if the legal mind is better 
able to understand the intricacies of hernia than 
the trained surgical mind. I should like very much 
for the commissioner to make clear the dif- 
ferential diagnosis of an undescended testicle 
complicated by a congenital hernia and an un- 
descended testicle lying in the inguinal canal 
complicated by a recently developed hernia. 
Called upon to treat these possible conditions, al! 
recently observed by the writer, I am sure an in- 
telligent commissioner would exclaim: “Surely, 
every hernia case must be a law unto itself.” 

It is possible for an intentional, fallacious diag- 
nosis of hernia to be made. Illustrative case: In 
a compensation case heard before an industria! 
commissioner, claimant’s witnesses testified that 
claimant some 10 months previously had had a 
hernia operation; that about eight months after- 
wards, while lifting overhead a coil of pipe, a 
new hernia developed on the same side. The 
surgeon testifying for the claimant had not seen 
the patient prior to the hernia operation, neither 
had he performed nor seen the operation for the 
hernia. Yet he was willing to state under oath 
on the witness stand that it was an entirely new 
hernia and that the new hernia was at least one 
and three-fourths inches from the site of the 
former hernia. One may marvel at such diag- 
nostic skill. 

The object of such testimony was to convince 
the commission that it was a traumatic hernia. 
which was not connected in any way with the 
former hernia and thereby obtain compensation 
for claimant. The defense sought to introduce 
testimony to show that the case was simply on 
of a recurrent hernia. However, the effort to 
set forth the causes and development of recur- 
rent hernia and the explanation of the same was 
denied by the commission. It would appear that 
both the commission and claimant’s expert testi- 
mony were erroneous. It would be well, there- 
fore, for the industrial surgeon to refresh his 
knowledge on the frequency, possibilities of, and 
causes of recurrent hernia. 

One of the outstanding requirements of the 
medical or surgical witness is scientific honesty. 
It is often apparent that clear, truthful, and 
scientific reasoning is not fully understood by the 
courts and industrial commissions and is made to 
yield to plausible assumption. The surgeon should 
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riously consider the effects of such erroneous 
actice and findings. 
The frequency of recurrent hernia is some- 
here between six-tenths of one percent and 
\%. “There are more failures after hernia 
pyeration than ordinarily admitted.” I have seen 
vo recurrences in the same patient who was 
perated on in one of the best hospitals in the 
ountry. Recurrences, in the work of everyone, 
io occur; and frank, truthful admission of the 
act is essential in any intelligent discussion of 
‘he subject. We may well seek to know the 
‘auses of failure of operation for hernia, for only 
n this way may we find some method whereby 
ll hernias may safely be cured by operation. 

In the study of this subject the first essential 
requirement is a proper understanding of the 
causes of failure to cure hernia by operation. For 
convenience, I classify the causes of hernia: 

1. ANATOMICAL. By anatomical, I mean the ar- 
rangement of the structures entering into forma- 
tion of the hernial areas. When one considers 
the anatomical arrangement and the em- 
bryological sequence in the development of the 
structures having a part in the inguinal rings 
and canal, and the descent of the testicle from 
the peritoneal cavity in the embryo, the frequent 
occurrence of hernia is not surprising. The per- 
sistence of a patent (open) funicular process (the 
canal of Nuck) a potential hernial sac is accepted, 
at this time, as the adequate underlying factor 
of at least 90% of oblique hernia. Ten to 12% 
of adult males have an open funicular process. 
(Nelsons, Surgery Vol. 4, page 596.) Similarly 
in the female, the canal of Nuck is found open 
to a somewhat larger percentage; at least 10 to 
25%. (Same reference.) 

2. AcquirRED. By acquired, I mean the sudden 
increase of abdominal pressure brought about by 
muscular efforts, strains, falls, lifting, etc., and 
the forcing of the omentum or a loop of intestine 
against or into the patent funicular process, and 
poor musculature brought about by poor health 
or by constant or intermittent pressure against 
the parts. It is said that the passing of the ex- 
aminer’s finger into the inguinal canal is suf- 
ficient to excite in some cases, the formation of 
a hernia. 

In consideration of the factors entering into 
recurrent hernia, bear in mind the factors enter- 
ing into the development of a primary hernia; 
and, in addition, understand that the operation 
undertaken for the cure of the primary hernia 
‘tailed to restore the anatomical structures. It is 
the failure of the restoration of the anatomical 
arrangement that causes a recurrence. The 
causes for such failure are many. Yet all of the 
causes may be grouped into a simple statement 
-an improper operation and failure to secure 
proper tissue repair or union of the parts. 

For some time past I have made it a rule 
when operating for hernia on women, to excise 
‘he part of the round ligament lying in the 
‘inguinal canal and suture the cut end to the deep 
urface of the internal ring and then close the 
nguinal canal securely. In direct hernia and 
1 recurrent hernia, I have usually stitched the 
dge of the conjoined tendon to the periosteum 
{ the superior surface of the public ramus, and 
nen also followed the Bassani operation with a 
ight modification. The modification consists of 
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suturing the lower flap of the external oblique to 
the anterior face of the conjoined tendon and 
arch. This plan puts an added layer of tissue 
posterior to the cord. No difficulty will be ex- 
perienced now in covering the cord by bringing 
down the upper flap of the external oblique and 
suturing it to the anterior face of the lower flap 
of the external oblique. The results were good. 


‘HE opinions of the courts and industrial com- 

missions based upon improper conclusions, 
unscientific reasoning, unwarranted assumptions, 
without full investigation, bring discredit to our 
profession and injustice to interested parties. For 
example, at a hearing before the industrial com- 
mission it was testified that a white married man, 
aged 37, while engaged in his regular work, 
scratched his right index finger. On the next 
day he received medical attention for a cellulitis 
of the finger. The treatment being given was 
“poulticing and then incision.” There was fur- 
ther testimony that, at about the same time that 
the finger healed, the patient presented symptoms 
of general sepsis, which localized in the prostate 
gland. The consulting surgeon testified that he 
was “personally convinced that the claimant’s 
condition was a prostatitis, and that the prostatitis 
was evidently metastatic from the infected finger 
of traumatic origin.” 

The evidence presented for the defense was 
briefly: The existence of metastasis should be 
proved by bacteriological examination and 
demonstration of the presence of an organism 
in the wound secretions from the finger, in the 
blood and in the secretions from the prostate 
gland, and that the organism identified should be 
identical in each instance. No such bacteriologi- 
cal examination was made. Hence scientific proof 
of metastasis was lacking and the assertion was 
an unfair assumption. Further, that while 
gonorrhoea is the most common cause for pros- 
tatitis, yet no careful surgeon would testify that 
the case in question was gonorrhoeal in origin, 
without a bacteriological examination and demon- 
stration of the characteristic organism. That in 
case of an alleged metastatic prostatitis from an 
infected finger or wound of a remote part of the 
body, scientific care in examination and con- 
clusion is demanded, before admitting a diagnosis 
of metastasis. Clearly it was an injustice to the 
defense to admit and accept a diagnosis based on 
pure assumption. Nevertheless, the commission 
thought differently and claimant was given com- 
pensation. Such a ruling was not warranted. 

It is not possible for courts and commissions of 
non-medical men accurately to decide medical or 
surgical problems. The procedure is wrong in 
principle and harmful in practice. A court of 
impartial medical or surgical men should be con- 
sulted in cases in which medical or surgical con- 
ditions are to be determined. Jurists should 
decide points of law involved in personal injury 
cases. Competent and impartial medical men 
should pass on the medical aspects of the case. 
Any other plan is fundamentally wrong, and 
should be abolished. 

An illustration may be helpful. A female 
telephone exchange operator while at work at a 
switchboard received an electric shock and was 
slightly burned about the neck. A high tension 
wire fell across a telephone line, and an arc in 
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the ear-piece cord resulted: a spark striking the 
neck of the operator. Healing of the burn took 
place without incidence, leaving no scar. How- 
ever, a highly neurotic state developed with 
“fixation of ideas’ connected with sensory and 
mental symptoms, not consistent with the pri- 
mary injury. A careful physical and mental ex- 
amination failed to show any organic changes or 
abnormality. Claimant remained at her parents’ 
home receiving compensation. In comparison to 
her salary, the compensation and lack of expenses 
afforded somewhat better income than her salary 
while at work. This advantage was not over- 
looked by claimant. Before the industrial com- 
mission evidence was introduced to show that 
claimant had made a satisfactory mental adjust- 
ment; that no physical or mental disability re- 
mained; and that she was able to resume her 
work as a telephone operator. At the hearing 
the claimant was put on the stand. At the first 
question propounded to her, she broke down, 
cried and failed to answer or make any further 
replies. Thereupon she was excused and “an order” 
for the claimant was entered continuing her com- 
pensation, which was what claimant wanted. 

It is evident therefore, that industrial com- 
missions and courts should know how people 
react and behave when frightened or in pain. 
At times, considerable doubt may be entertained 
with reference to the truthfulness of the evidence 
and opinions expressed by medical witnesses. 
Indeed, we may be inclined to look with consid- 
erable skepticism at evidence submitted by 
claimant’s expert or medical witnesses. In dis- 
cussion of debatable subjects, careful considera- 
tion of the clinical experience of many observers 
and their conclusions should be studied before a 
final opinion is reached. Great care and caution 
should be exercised in all cases in order that our 
own conclusions may not be _ successfully at- 
tacked. 


T IS needful that industrial surgeons should be 
familiar with the power and right of industrial 

commissions to directly order and fix, in certain 
cases, plans of treatment for the injured. This 
power granted industrial commissions is a dis- 
tinct and new departure. The results of the 
exercises of such legal control and direction over 
the practices of the surgical art cannot yet be 
foretold. Is this truly state medicine? 

The following case illustrates the problem 
which must often confront the industrial surgeon: 

W. L. W., a white, married, male, 37 years of 
age, laborer, sustained an injury to the right 
index finger May 11, 1934. Disability began May 
16, 1934. The complainant first presented him- 
self for treatment May 21, 1934. The treatment 
comprised an incision and drainage of the end 
of the index finger for a thecal abscess, without 
involvement of the bone. Healing was prompt 
though with some considerable loss of the pulp 
of the finger. Complainant was allowed com- 
pensation for temporary disability. The com- 
plainant had suffered previously and for a num- 
ber of years with anchylosis at an angle of ap- 
proximately 90 degrees of the left knee joint. 

Complainant’s principal complaint was: Pain 
and tenderness of the end of the right index 
finger, the pain being present during the night 
and not present during the day. 
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This case finally came to a hearing before the 
industrial commission. The complainant’s state- 
ments and the medical evidences introduced by 
the complainant all were more or less conflictins 
as to the cause, nature, and extent of com- 
plainant’s principal complaint. 

The author presented the case for the insuring 
company and demonstrated to the court that the 
wound was firmly healed, that no anchylosis of 
the index finger was present, that the function 
of the finger was preserved, that it was always 
vitally important to preserve the function of the 
fingers, especially the index finger and the thumb. 
and that doubt existed as to the nature and ex- 
tent of the pain complained of, and that the pain 
was probably psychic. 

It appeared and was disclosed from intelligent 
questions and observation that the court was 
fully aware of the true aspect of the case, yet, 
“An order was issued that complainant’s finger 
be amputated at the distal joint and that the in- 
suring company assume the cost therefor and for 
compensation for loss of the terminal phalange 
of the right index finger.” Industrial surgeons 
should be concerned in this far-reaching question 
here proposed. A loss of the terminal phalange 
entails 50% of the loss of the entire finger. Should 
industrial surgeons amputate contrary to surgi- 
cal experience and judgment, in doubtful cases 
of pain only, or follow the order of industrial 
commissions? Does it not appear that surgeons 
should follow the dictates of their own judgment? 


HE following case illustrates the imperative 

need for careful autopsies in cases of death 
due to accident involving claims for compensation 
or damages. Careful history, searching physical 
examination, laboratory examination, and au- 
topsy findings should be had in all accident cases 
followed by death involving claims for compen- 
sation or damages. It does not appear in this 
case that an accurate clinical diagnosis was made 
and from a study of the clinical history presented 
the final diagnosis and stated cause of death was 
not fully correct. 

It appears therefore that, in all cases of death 
attended by accidental injury involving settle- 
ments for claims, it is fair and equitable for all 
parties concerned that final proof of death be 
attested by autopsy findings. 

G. H. Case 61920—R.A. Automobile injury sus- 
tained June 12, 1934. 

History: The injured was not rendered un- 
conscious, walked with assistance, slight wound 
on head dressed, and showed interest in circum- 
stances of the accident. August 25, 1934, patient 
was admitted to the hospital, where he died 
August 31, 1934. The certificate of death showed 
the cause of death as “uremia” and the con- 
tributory cause prostatic enlargement. Evidence 
also disclosed that “sinus trouble” existed. 

The injured estate, through attorney, now 
represents that the actual cause of death was 
“cerebral hemorrhage,” and this conclusion was 
based on the fact that “the deceased continuously 
suffered from the date of the accident with pains 
in the head.” It further appears that the injured 
could not do any work, that his lower limbs 
would give way and that at times his mind was 
blank, that he had no interest in anything and 
that a few days prior to death he lost the use 0! 
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th legs. No autopsy in this case was made. 
The compensation statutes, notably Indiana and 
rginia, provide “the mere grant of the right for 
itopsy and fix no penalty or condition in case 
e claimant refuses consent.” The autopsy must 
e held in a reasonable time. It appears that no 
power is granted by the statutes of Indiana and 
‘irginia to compel claimant to accept autopsy. 
The best evidence should be had in all cases 
» order to safeguard the interest of all parties 
concerned. The modern trend of courts no doubt 
will be that the commission has the power to or- 
der that the employer as well as the claimant has 
the right to the benefit of the best evidence, the 
autopsy. 


HE attitude of the injured may be revealed 
in another way, in effect more subtle and 
more far reaching in importance both to the in- 
jured and to the industrial surgeon. I refer to 
the subject of goitre which is of vital importance 
to the surgeon in this age. The occurrence of 
traumatic goitre deserves most careful and exact 
study. The case now to be cited illustrates a 
number of interesting features. A white single 
girl, aged 19 years, was first seen in the afternoon 
of the day of the accident and about one hour 
after injury. There were numerous superficial 
abrasions of the skin of the left leg; the injury 
being due to falling into an open water meter 
casing. The abrasions were treated and the 
wound healed promptly and without infections. 
Examination revealed no physical or psychic 
shock. All organs were normal and no abnormal- 
ity or deformity was noted. Some eight months 
later the party entered suit for damages alleging 
that “a goitre” had developed as a direct result 
of the injury sustained. Medical and surgical ex- 
pert testimony was introduced in the case to 
show that the goitre had developed as a direct 
result and entirely on account of the said injury. 
The question to be determined was: “Did the 
claimant actually have a goitre; and, if so, was 
the trifling injury sustained in falling into the 
hole the sole and proximate cause of the goitre?” 
Thus, this case presented the debatable subject 


of traumatic goitre, a subject of vital importance 


to the industrial surgeon. 

The subject cannot be adequately discussed or 
dealt with in the brief time at my disposal. How- 
ever, I shall make a few observations in order 
to stimulate interest in the study of traumatic 
goitre; and I trust that I shall leave with you a 
proper understanding of the importance of the 
subject. At page 2223, Vol. 96, J.A.M.A. under the 
caption, “Surgery of Ophthalmic Goitre” you will 
ind stated: “It is essential to distinguish the vari- 
us degrees of hyperthyroidism. Hence, not only a 
surgical problem is involved, but also the co- 
operation of the internist and the neurologist is 
needed. Between the vegetative (nervous) sys- 
‘em and the other known and unknown en- 
docrine glands and cells there is a constant inter- 
ction. Hence, in exophthalmic goitre, while the 
nyroid may play the chief role, it is not the only 
land involved, but it is only one of many. Classi- 
ication of the types of the disease according to 
the anatomic observations or according to the 

basal metabolism falls wide of the mark. The 

ause must be inquired into; for that furnishes 
ne chief explanation for the various types of 
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hyperthyroidism. The most frequent mode of 
origin of exophthalmic goitre is a sudden psychic 
shock, a great misfortune or the like. Of 2,346 
cases, some such cause could be discovered in 
63%. Even a perfectly healthy man may, under 
the influence of some great event, develop 
exophthalmic goitre.” 

It seems clear, then, that the only type of goitre 
that may develop as a result of psychic trauma 
is the exophthalmic type. That physical injury 
may excite psychic shock is admitted. Hence, 
the possibility of exophthalmic goitre developing 
as a result of a physical trauma depends solely 
on the psychic reaction of the individual at the 
time of the injury. It is well known that a num- 
ber of people may be profoundly affected by wit- 
nessing some harrowing experience. It is also 
known that the great majority of them will 
quickly reestablish normalcy and go on their 
way, unaffected and none the worse for the har- 
rowing experience. It is likewise true that one 
or more out of the many witnessing the same 
harrowing experience may fail in adjustment and 
suffer psychic shock. The explanation of this 
rests on the individual’s emotional response. 

The, presence of emotional instability in the in- 
dividual lends itself to the unfolding of the mani- 
festations of psychic shock. Hence, it may be 
truthfully said that emotional instability is a 
prerequisite for the development of exophthalmic 
goitre—certainly for that type that arises after 
injuries and is now designated as “traumatic 
goitre.”’ 

The experience of many careful clinicians 
teaches that exophthalmic goitre does not develop 
abruptly, that is, forthwith, but that its out- 
growth occurs in cycles or waves. This state- 
ment seems sustained by the fact that in ex- 
ophthalmic goitre the symptom complex is de- 
pendent upon a dysfunction or imbalance of the 
thyroid, thymus, parathyroid, adrenal, sex glands, 
possible the pancreas, and upon profound changes 
in the body nutrition. An easily understood sum- 
mary of the whole subject of exophthalmic goitre 
is “It is the body that is sick and makes the neck 
sick.” And in other types of toxic goitre—‘It is 
the neck that is sick and makes the body sick.” 

The whole matter resolves itself into the fol- 
lowing: A pre-existing state of the body poor in 
cellular resistance, unfavorable heredity, hurt- 
fully influenced by glandular imbalance, and 
lacking in emotional stability. Such a patient 
subjected to psychic trauma will develop the 
fear, fright, “defense mechanism” which hurt- 
fully affects the adrenal gland. A psychic trauma 
in some cases may be due to an actual physical 
trauma. 

1. It is of great importance, therefore, that the 
history of the individual and the physical ex- 
amination be carefully made, reviewed, recorded, 
and preserved for future use. It is an important 
duty of the surgeon to be assured of the true 
condition of the patient, as revealed by a search- 
ing physical examination. 

2. It is not sufficient to treat even trivial in- 
juries hastily and dismiss the case. Safety will 
only be had when we forsee the possible, or 
potential, developments of the case, and it is im- 
possible to know this when only a cursory ex- 
amination is made. The interest of all parties 
concerned will be safeguarded by an accurate 
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The 
surgeon is chargeable with the added duty of 
anticipating untoward results and alleged claims 


understanding by the surgeon of the case. 


of disability. Frequently a claimant will seek to 
magnify disability, or claim some disability which 
does not exist, and in such a case it may be dif- 
ficult for the surgeon to prove the non-existence 
of such claims. The surgeon must engage in 
clear thinking, and think through the case. The 
one outstanding characteristic of the surgeon must 
be scientific honesty. 

3. It is a good thing for the industrial surgeon 
to stop long enough for an impression to register 
in his mind. Nothing will ever be lost by such 
conservative action. It behooves us to know, at 
least, as much about our profession of surgery as 
many others claim to know. 


O. 54877: LeENrIEz. On Traumatic Exophthal- 
mic Goiter, Progress med., Paris, 31: 215-216 
(November 20) 1916. 

Case 1: The patient was an officer who fell 
from his horse striking on his head. He was 
kept in bed for a few days for concussion but 
soon went back to duty. Two months after the 
accident he returned for treatment for nervous- 
ness. Examination showed slightly staring eyes 
and a very manifest increase in size of the right 
lobe of the thyroid gland. There was a slight 
pulsation of the carotids and a pulse rate of 104. 
He had tremor of the fingers and had rapidly 
lost weight. The hypertropoid syndrome was 
very marked. 

Case 2: In October, 1907, the author examined 
a patient who was on the way to recovery from 
exophthalmic goiter. This soldier came from a 
country where goiter was not endemic and had 
fallen on his head four years before he was call- 
ed to service. He was unconscious for several 
days and was not able to work for three months. 
He had severe tachycardia and lost much weight. 
When he joined the army he had = slight 
exophthalmus, a goiter on the right side and a 
pulse rate of 98. It seemed to be established that 
the goiter was due to the traumatism. 

Case 3: The patient was a lieutenant, 33 years 
old who fell from his horse and landed on his 
head. He had a slight concussion which was not 
serious. A month later he had extreme weakness 
and lost weight rapidly. The right lobe of the 
thyroid gland increased in size and pulsations of 
the carotid appeared. He also had very slight 
exophthalmus, pulse rate of 110, tremor of the 
fingers, insomnia and marked nervousness. The 
syndrome of hyperthyroidism was complete. He 
was given hematoethyroidine which produce very 
remarkable results. He regained his lost weight 
and his pulse rate fell from 110 to 66. The other 
symptoms also disappeared. 

No. 58093. ViscHeR, MATTHEUsS: A case of “Trau- 
matic” Basedow’s Disease with Fatal Issue, Schwe- 
izerische medizinische Wochenschrift, 56: 1102- 
1103 (November 13) 1926. 

The author reports the case of a female patient 
43 vears old, in whom “traumatic” Basedow’s 
disease appeared after an injury of the forehead 
by a falling tile. The patient died of cardiac 
weakness after pronounced psychosis. The physi- 
cal predisposition was furnished by malforma- 
tion of the suprarenal capsule and pronounced 
hyper plasia of the thymus, as seen at autopsy. 
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Those cases of Basedow’s disease are cal] 
“traumatic” in which the onset of the affection 
previously apparently healthy individuals 
caused by a more or less violent psychic 
sult. 

The author reports the case of a female patier;. 
43 years old, unmarried, in which consecutive ‘, 
an injury of the head by a falling tile followed 
by a violent nervous shock, Basedow’s disease 
appeared five weeks later and led to a fatal issue. 
According to reliable information, the disease had 
not been violent and dangerous from the very 
beginning. Another etiology, by iodine adminis- 
tration, for instance, could not be assumed. Ex- 
amination showed a small colloid struma, which 
compressed even the trachea; the patient was. 
however, unaware of its existence so that, ap- 
parently, there was no call for treatment. 

The patient had a small, strongly bleeding 
lacerated wound; she had not been unconscious 
after the accident, but after hurrying home, she 
became quite confused. She was very excited 
and could be quieted only gradually by remain- 
ing in bed. A marked swelling developed on the 
neck, and fever and palpitation of the heart ap- 
peared. The condition became so serious that 
the patient was compelled to stay in the hospital 
with diagnosis of “strumitis.” The patient’s neck 
and head were much inflamed and the veins 
dilated. The circumference of the neck was 41 
em. The swollen thyroid gland was not painful. 
Ice dressings caused decrease of the swelling 
after several days; there was a loud noise over 
the jugulum. Attacks of marked dyspnoea ap- 
peared several times, with tracheal rattling and 
marked cyanosis. After the attacks the respira- 
tion was free. A pronounced psychosis developed 
during the last days. The patient died from 
cardiac weakness four weeks after the accident. 
Autopsy confirmed the author’s diagnosis: trau- 
matic Basedow’s disease. 

According to recent assumptions regarding 
Basedow’s disease, the thyroid gland is an organ 
the secretion of which increases the tonus of 
other parts of the visceral and cerebrospinal 
nervous system, its function is inhibited by nerv- 
ous stimuli. In this way a vicious circle can 
easily appear. The thyroid gland plays the part 
of a “multiplicator”; this explains the often pro- 
gressive character of the disease. It is dependent 
on the circumstances whether the nervous 
stimulus or the abnormal function of the thyroid 
gland is the primary factor. A _ constitutiona! 
basis can be frequently determined, but also in 
a “normal” individual a corresponding attack 
may be the cause for the outbreak of the disease. 
According to the findings, there may be thyr 
genous, thymogenous and_ thyrothymogenous 
forms. The so-called “War Basedow” appeare« 
in soldiers due to percussion after heavy firins 
or after other violent nervous shocks. 

Many authors ascribe a different significatio: 
to the nervous attack. Oswald and Maranon be 
lieve that the psychic attack is often not th 
primary factor but the expression of an alread’ 
existing liability of the nervous system. Gurne 
found mental emotions as releasing cause in 20° 
of his cases. Mackenzie found a more or les 
violent psychic attack in the anamnesia in oné 
third of his cases, after which disturbances ap 
peared, usually immediately. 
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The Complete Occupational History 


—AOLLOWING the Silicosis Symposium held 
—4 last June in connection with the Trudeau 
. School of Tuberculosis at Saranac Lake, N. 
_B. E. Kuechle, Claims Manager, Employers 
utuals, Wausau, Wis., edited an unofficial tran- 
ript of the papers and proceedings. This he has 
ade available in book form, under the title 
Symposium on Silicosis.” The subject matter of 
.e following articles is presented in the 99 pages: 

“Etiology of Silicosis,” by Dr. R. R. Jones; 
“Dust Concentrations and Methods of Measure- 
ent,” by Donald E. Cummings; 

“Pathology, Human and Experimental,” by Dr. 
. U. Gardner; 
“Occupational History, 
nings; 


” by Donald E. Cum- 


“Clinical Aspects and Physical Findings,” by 
Dr. Henry K. Kressler: 

“Roentgenological Findings,” by Dr. H. L. 
Sampson; 


“Roentgeological Diagnosis,” by Dr. H. K. Pan- 
coast; 

“Engineering Methods of Prevention,” by Prof. 
Philip Drinker; 

‘Medical and Legislative Measures of Preven- 
tion,” by Dr. A. J. Lanza; 

“Fibrosis in Lung Disease,” by Dr. Wm. S. Mc- 


Cann. 


ITH respect to “Occupational History,” Don- 
W ald E. Cummings said “it is practically im- 
possible to make an accurate diagnosis of silico- 
sis or pneumonokoniosis without the assistance of 
an occupational history, and for this reason great 
care should be exercised in securing this record; 
every physician who is making an original chest 
examination on any individual should inquire in- 
to the patient’s past experience in dusts, and if 
there has been any significant exposure the nature 
of the exposure should be carefully noted; routine 
physical examination of industrial groups should 
always include a written record of the employee’s 
entire occupational history; the history should 
start with the worker’s early life, ascertaining the 
period of schooling, and then the occupational. 
record, and should show the length and nature of 
each occupation which the individual has engaged 
n during his or her working life; and the exam- 
iner should be able to determine whether a fair- 
v complete description has been rendered, and if 
not, should be able to elicit the desired informa- 
‘ion by further questioning.” 

In order that exposures may be evaluated, Mr. 
Cummings urged that each employment record 
how the following: 

l. Place (identifying name of the plant) 

2. Occupation (type of employment, such as 

moulder, etc.) 

3. Specific conditions under which work was 
performed (if a driller, whether drilling was 
in silicious rock, with wet or dry drills, etc.) 

4. Length of exposure (hours per day, and total 
time expressed in half year periods). 

He also suggested that a release should be 
igned by the employee, permitting the examiner 

’ give information as to the employee’s condition 
) the employer; that the person taking the occu- 
ational history should have an accurate knowl- 
dge of all the operations and occupations under- 


INDUSTRIAL MEDICINE 


Page 141 


taken in the plant in which he is conducting his 
examinations, in order that he may note hazard- 
ous work stations which the employee fails to rec- 
ognize or mention specifically; that the data se- 
cured should be checked wherever possible 
against company records to insure the greatest ac- 
curacy; that a family history and a record of hab- 
its and previous illnesses should be included in 
the occupational record; and that this part of the 
history should determine whether there have 
been or are.at present any pulmonary infections 
in the immediate or preceding group of contacts, 
and this in turn should disclose the possibility of 
the employee having entered an industry with 
such an infection. 

Mr. Cummings presented the following form, 
developed for completeness in occupational his- 
tory data: 


Study No. Date: 

EXAMINATION FOR satel .. COMPANY 
Name Check No. Age Date of Birth 
Address Study No. Nationality 


Average Weight 
Family Record 


Greatest Weight One Year Ago 


Living Dead 
Age Health Age at Death Cause of Death 
Father 
Mother 
Wife 


Children 
Other Contacts 


Has any one of your parents, brothers, sisters, wife o1 
children ever had tuberculosis, epilepsy, insanity or heart 
disease? If so, give particulars. 
Family Tendency: 

Length of Life 

Peculiarity of Stature 

Weight 
Birthplace: 

School 
Where: 
Employment 
Where: Type of Work Specific Conditions 


How Long: 


How Long 


Sonoaurwnhr 


Marital Status: 
Habits of Living 


M.S. D. W. How Long 


Work Eating: 
Water: Tobacco: Tea and Coffee: 
Mental Attitudes: Drugs: 
Past History 
I. Longest period in bed With What When 


II. Infections 


A. Infectious diseases: Measles Scarlet Fever 
Diphtheria Rheumatic Fever Chorea 
Influenza Whooping Cough Pneumonia 
Lues Typhoid Malaria 

B. Local Infections: 

III. Allergic Conditions: Hay Fever Asthma Eczema 


IV. Injuries and Operations 
A. What and when 
By whom treated 
How long disabled 
Compensation 
B. Ether: 
V. Visceral Systems 
A. Eyes: Eye strain 


Vision Glasses 
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B. Ears: Deafness Discharge Dizziness 

C. Nose Obstruction Colds Catharrh Sinus 

D. Throat: Sore Throat Tonsilitis 

E. Teeth Pyorrhoea Devitalized Extracted 

F. Cardio Respiratory: Dyspnoea Oedema Cough 
Palpitation Expectoration Haemoptysis 


Pain in Chest Bronchitis Night Sweats | 
G. Gastrointestinal: Appetite Distress after meals | 
Nausea Vomiting Abdominal Pain Jaundice | 


Constipation Diarrhoea Blood Piles 
H. Urinary: Frequency Nocturia Blood Burning 
Stream Control Gonorrhoea Stone | 
I. Neuro Pyschriatric: Headaches Convulsions 
Paralysis Anxieties Insomnia 
Maladjustments Institutions 
VI. Somatic System | 
A. Extremities: Stiffness Swelling | 
Pain Varicosities | 
B. Spinal Column Back Strain’ Stiffness Pain | 
C. Rupture 
D. Skin | 


VII. Vaccination and Serum Therapy 


VIII. Ever Refused Insurance 


IX. Recent X-Ray Exposure 
X. Remarks 


Present State of Health 


A. How do you feel? 
B. Have you lost any time on account of illness? 
C. If so, whom did you report to? 
I certify my answers to be 
true and request that the re- 
sults of my examination be 


disclosed to the.................... Co. 
ES eae eRe I Aes 
Witness Signature 
Study No. Date: 
Name: 
Address: 
General Appearance: (Ol —— 0 
I aici ta EL witiaines ....inches 
Ws cccnkcencaceves lbs. 
Hair: Estimated Wt...................lbs. | 
Skin: % Normal .......... visluinendhiienenteaencaoaahoes 1 
Sears: ID I i as crate nauwebitomacaaana 
Head 
Eyes: lids Vision 
balls Rt. at 13 inches 
movements Lt. at 13 inches 
pupils Rt. 20 
sclerae Distance 
conjunctiva Lt. 20 
cornea Color: 
Rt. Rt. Rt. /20 | 
Ears: canal Drums Hearing 
Lt. Lt. Lt. /20 
Nose: M. M. Septum Turbinates 
Rt. Rt. 
Sinuses (a) Frontals (b) Maxillaries 
Lt. Lt. 
Lips: 
Teeth: U. R. U.L. 
87654321 12345678 O—Restored 
87654321 12345678 X—Missing 
L. R. L. L ——Bad 
Tongue: 
Rt. 
Throat: (a) tonsils (b) palate (c) pharynx 
Lt. 
Larynx 
Glands: cervical Axillary inguinal epitrochlear 
Thyroid: Signs of: 
Palpable Hyperthroidism Hypothyroidsm 
Eye signs 
Diffuse enlargement Tremor 
Tachycardia 
Nodular Flushing 
Chest: 
HEART 
Apex beat, Location 
Rhythm 
Sounds 
Murmurs 


Apex—systolic, diastolic, transmission 
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Base—pulmonic; systolic, diastolic, aortic; systolic, 
diastolic, transmission 
Exercise At rest Exercise 2 minutes 
Pulse 
Respiration 
Blood Pressure 
Systolic Diastolic Pulse Pressure 
Pulse regular Irregular 
LUNGS 
Expansion 
Impaired resonance 
Dullness Flatness 
Voice Conduction 
Prolonged expiration 
Pectoriloquy 
Broncho-Vesicular B. 
Bronchial B. 
Harsh inspiration 
Feeble B. Amphoric B. 
Rales—Fine, medium, coarse, moist 
Sibilant, sonorous 
Friction rub 











Abdomen: 

Hernia: Large 

Umbilical Inguinal Rings 
Small 

Genitalia: Rectal 

Scars Hemorrhoids 

Discharge Sphincter 

Scrotum Prostate 

Testicles Vesicles 
Extremities and Spine Spine Hands Feet Other Joints 

Rd pcan ae iain aie seca Gaeiccvasiesaladaiccaencbuieitaeneen paciaiiat hed 

RR EERIE Reese nnerrCee pee E See TEER ECS UNE rer ta 

a ce te ea So 

TET RN EI Eee ee DR RL ce 
Reflexes: K. Ks. Plantar Response Romberg 
Circulation. 
Varicose veins _ bi 
Behavior: 

General Gait 

Speech Personality Type 
Fluoroscope Rt. Lt. 


Normal Breathing 
Diaphragm: Excursion 
Forced Breathing 
Heart: A. P. Size Shape Position Aorta 
Lateral Posterior Clear Zone Left Auricle Aorta 
Superior Mediastinum 


Laboratory Findings: 


Red Blod Cells: Color Index: 


Haemoglobin: 
White Blood Cells: 
Differential Remarks: 
Polymorphonuclear 
Lymphocytes: 
Large 
Small 
Monocytes: 
Eosinophiles: 
Basophiles: 
Others 
Kahn Blood Sedimentation 
or 
Kline Guinea pig inoculation 
Sputum 
Urine 
Specific Gravity Microscopic 
Albumen Pus 
Sugar Casts 


Special Procedures | 
Vital Capacity 
X-Ray Reading: 


Milliampere Seconds Exposure: 
Part rayed Distance With filter Without filter 


Exercise Tolerance 

















Summary Diagnosis 
Recommendations Rating 
Examiner 
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Occupational Diseases—Whose Problem? 


HE prevailing interest in the occupational 
disease situation has pretty well served to 
emphasize the need for clarity of thought in 
regard to the qualifications of persons who may 
properly engage in the various aspects of the 
problems which occupational diseases present. 

It is recognized at the outset that there are dif- 
ferent ramifications involved in occupational dis- 
eases—for example: 

The industrial environmental exposure which 
may produce disease, and the measurement of the 
hazard; 

The medical supervision of the worker, which 
includes different pre-employment examination 
procedures, periodic re-examinations, clinical lab- 
oratory data, and proper selection and placement; 

The diagnosis and treatment of occupational 
diseases; and finally, and most important of all, 

The prevention of occupational diseases. 

From this natural division of the subject it is 
clear that the character of the industrial envifon- 
ment and the measurement of possible exposure 
and hazard are definitely engineering procedures. 
But it must be equally obvious that the medical 
supervision, diagnosis and treatment belong in the 
province of the physician. 

What is not really appreciated, however, as re- 
vealed by experience during the past 10 years, is 
the fact that a combination of the engineering 
phases and the medical phases is to be found in 
the work of the industrial hygienist. 

It has been noted with increasing frequency, and 
also with considerable interest, that the various 
programs of safety organizations all over the 
country have lately been giving added attention 
and greater emphasis to occupational disease sub- 
jects*. This movement on the part of safety 
groups is not to be deplored but rather to be en- 





* For example, the ‘Occupational Disease’ Programs of the Massachu- 
tts and North Carolina Safety Conferences (see pp. 162 and 163). 
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couraged, for it can certainly be interpreted as 
foresight and the desire to be prepared for future 
developments. 

But it is well in this connection to give serious 
thought to a situation out of which difficulties 
may eventually arise. 

Within the realm of the safety engineer, as well 
as the safety inspector, it has become a habit to 
rely on-visual inspection for the determination of 
possible accident hazards. This has worked very 
well, both on the part of safety groups and insur- 
ance organizations. 

But it is not such a simple matter to apply this 
principle to ferreting out a potential occupational 
disease hazard—for the very obvious reason that 
while one may easily perceive visually a piece of 
unguarded moving machinery or other similar po- 
tential danger, one cannot estimate by visual in- 
spection any such thing as the amount or quality 
of injurious dust which may be in the air—the 
amount of carbon monoxide, sulphur dioxide or 
other gas, or the amount of lead which may be 
present in the breathing environment of the in- 
dustrial employee. 

The safety engineer, however, can be of great 
assistance to the industrial physician by keeping 
himself reliably informed as to plant conditions 
and their possible bearing on occupational disease 
situations. 

It is clearly within the province of the physician 
to determine what medical supervision should be 
carried out in any plant and, further, to be able to 
diagnose and treat occupational diseases. 

Many physicians, however, have not appreciated 
that they should more definitely understand and 
interpret the conditions of the industrial environ- 
ment as etiological factors in the production of 
occupational diseases. 

Of course no one would assert that safety engi- 
neers should become diagnosticians or specialists 
in medical supervisory measures in industry. 

It is believed, therefore, that the burden for the 
assumption of responsibility for the control of the 
etiological conditions producing occupational dis- 
ease lies more with the physician than any other 
person concerned; that this portion of the prob- 
lem has been much neglected is fully evident. 

According to Bloomfield, Johnson, and Sayers,* 
a constructive program of industrial hygiene in- 
volves “a physician thoroughly trained in public 
health procedures and one having a compre- 
hensive knowledge of the effects upon health of 
the various materials and processes used in indus- 
try; in other words, one trained in industrial hy- 
giene.” The program also involves “an engineer 
who is also trained in industrial hygiene and who 
is familiar with industrial processes. This person 
should know the following subjects from both the 
theoretical and practical viewpoint: (1) micro- 
scopy; (2) gas chemistry; (3) mechanics of ven- 
tilation; (4) physiology of ventilation; (5) in- 
dustrial sanitation; (6) illumination; (7) indus- 
trial hygiene survey methods; and (8) occupa- 
tional disease literature.” 

In addition to this type of personnel, the posses- 
sion or availability of a completely equipped 
laboratory for carrying on industrial hygiene 
studies in industry is essential in such a program. 


* Bloomfield, J. J., Johnson, W. Scott, and Sayers, R.R., “Potential Prob- 
lems of Industrial Hygiene in a ‘Typical Industrial Area in the U. S.” 
Public Health Bulletin No. 216, U. S. Treasury Dept., Public Health Service, 
December, 1934. 
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“A comprehensive knowledge of the effects 
upon health of the various materials and pro- 
cesses used in industry,” certainly involves a prac- 
tical and working knowledge of industrial toxi- 
cology. 

The situation may be summed up in these 
words: 

The properly-prepared and experienced phys- 
sician industrial hygienist combines a knowledge 
and practice of the evaluation of occupational dis- 
ease hazards with the effects of such exposure 
upon the human body, the detection of abnormal 
physical conditions related to industrial exposure, 
and the principles of the prevention and control 
of occupational diseases. The physician indus- 
trial hygienist, therefore, is probably the one per- 
son who is capable of giving the best well-round- 
ed service in this line of endeavor. Unfortunately 
few such individuals have been developed. 

It may be concluded, therefore, that there is a 
vital necessity for the industrial physician to 
develop a greater interest in the potentialities of 
the industrial environment as related to occupa- 
tional diseases. If he is incapable of scientifically 
measuring the hazard in the industrial environ- 
ment (as in many cases he will be) he should at 
least become better informed as to the methods 
used and the interpretation of the results, and 
should actively associate himself with someone 
who can do this work. 

Furthermore, without minimizing either the 
importance of medical supervisory measures or 
the diagnosis and treatment of occupational dis- 
eases, the necessity for industrial physicians to 
devote more time to the industrial environmental 
influences producing occupational diseases—in 
and by way of meetings, conferences, reports, and 
papers—has become a major issue. 

Through these or similar efforts, the responsibil- 
ity for the appreciation, evaluation, and control of 
industrial environment as the causal factor of 
occupational diseases, will be put where it belongs 
—in the hands of the qualified physician. 

As excellent examples of this principle, the 
Office of Industrial Hygiene and Sanitation of 
the U. S. Public Health Service and the Bureau of 
Occupational Diseases, State Department of 
Health, Hartford, Conn., are cited—where the 
technical and administrative policies of the group 
are under the guidance and control of an ex- 
perienced medical officer. 


Anthraco-Silicosis 


PRELIMINARY report concerning a study 
A made in the anthracite region of Pennsyl- 

vania by the U. S. Public Health Service* 
contains very interesting findings and material 
for consideration. 

Later on it is planned to issue a more complete 
report in the form of a Public Health Service 
Bulletin. 

The term anthraco-silicosis as used in this re- 
port is a descriptive title for the form of pneumo- 
coniosis commonly called miners’ asthma. 

A study of health conditions regarding working 
environment, and including physical examina- 
tions of 2,711 men was made in three representa- 
tive anthracite coal mines in Pennsylvania, form- 


_—— 


* Anthraco-Silicosis. Special Bulletin No. 41. Commonwealth of Penn- 
sylvania, Dept. of Labor & Industry, Harrisburg, Penna., 1934. 
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It is significant that the men examined we) 
divided into occupational groups largely in a 
cordance with the proportion of free silica foun 
in the dust to which they were exposed. For th 
purpose of determining safe limits of dust expo: 
ure, of the data available, it appeared reasonab! 
to assume that employment in an atmosphere co: 
taining less than 50 million dust particles pe 
cubic foot, associated with a quartz content of les 
than 5% —such exposure was considered to b: 
safe; a safe limit in the gangways where the dus 
contained about 13% free silica was set tenta 
tively at 10 to 15 million particles per cubic foo: 
of air; for rock workers where the quartz conten: 
was found to be about 35%, a safe limit appeared 
to be from five to 10 million dust particles pe: 
cubic foot of air. 

The factor of age appeared to play only a mino. 
role in the development of anthraco-silicosis, as 
revealed by this study. 

Length of exposure or term of employment was 
found to be an interesting and important item. 
For instance, about 25% of all men employed 
underground developed anthraco-silicosis after a 
working period of more than 25 years (this group 
was exposed to dust having a quartz content of 
about 13%). Various values were found for the 
percentages of men developing disease, in which 
the time factor was definitely related to the con- 
centration or amount of dust in the air. 

Infection was also found to be an important 
consideration. For example, pulmonary infection 
increased with length of service more rapidly 
among the men in the haulageways than in the 
control group, and much more rapidly among the 
regular miners; the highest rate of pulmonary in- 
fection was found among the rock workers of 
more than 15 years’ service. In the occurrence of 
infection, age was found to play a deciding role: 
prevalence of tuberculosis among the hard coal 
mining employees at ages below 35 was slightly 
less than that found through studies of tubercu- 
losis among male adults in the general population 
of the country; in the age group of 35-44, the prev- 
alence of tuberculosis was about twice—at age at 
45-54, about five times—and for the ages above 
00, it was about 10 times the rates found in the 
general population. As far as specific rates of tu- 
berculosis are concerned, the highest prevalence 
of clinical tuberculosis occurred among _ rock 
workers who, after 20 years of service, showed the 
evidence of pulmonary tuberculosis to the extent 
of 37°7; clinical tuberculosis was diagnosis in 15% 
of those with early anthraco-silicosis, and 43% of 
those in the more advanced stages. 

From the results of this study it may be con- 
cluded (as has formerly been shown in previous 
studies) that the important etiological factors 
which determine the contraction of anthraco-sili- 
cosis are the concentration or amount of dust, the 
percentage of free silica in the dust, and the length 
of exposure or term of employment. In addition 
to these factors, age apparently plays an impor- 
tant etiological relationship in the contraction of 
pulmonary tuberculosis. This probably also has 
some relationship to the length of service. 

Recommendations were made for lessening, and 
in many instances adequately controlling, the dust 
hazard by provision of proper ventilation; em- 
ployment of wet methods in all mechanical drill- 
ing operations; thorough wetting of all coal and 
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ck before loading; substitution of mechanical 
ading for hand loading methods wherever prac- 
‘cable; allowing the lapse of a period of time suf- 
‘cient to reduce dust concentration to a safe limit 
{ter firing charges; and the use of wet methods 
n processing coal. 


Forms 


E HAVE been told that we should not 
W publish forms, such as those used by Dr. 
Hayhurst in Ohio (p. 115), because” they 
might “give lawyers ideas.” The same criticism 
was made a year or so ago in connection with cer- 
tain articles on the racketeering phases of the sili- 
cosis situation. And we said then, as we now say 
again, that lawyers as a rule get their own ideas, 
and an article or two, or a set of forms, will not 
add anything of importance to their mental arma- 
mentarium. Anyhow, what of it? The forms in 
this issue are reproduced for their possible use by, 
or suggestions to, the doctor. 

Mr. Cummings’ form (p. 141) has the merit of 
completeness in respect of the time and place that 
completeness in forms and records is most neces- 
sary, namely, at the time of original examination, 
and at the place, inside of industry, where the 
completest possible record that can be put on file 
is not complete enough if it omits to note discov- 
erable conditions that later eventuate in an oc- 
cupational disease. 

Dr. Hayhurst’s forms reflect the adaptations of 
experience in the matter of reporting certain oc- 
cupational diseases—pneumokoniosis and _ lead 
poisoning—after they have occurred. 





Letters 


—Excepting the Petroleum Industry 


HAVE read with a great deal of interest Dr. 
| Lautenschlager’s story “Industry’s ‘Sacred 

Bull’”, appearing in the January issue of In- 
dustrial Medicine. Apparently the Doctor has been 
associated with situations where companies have 
been more concerned in making accident records 
than in the actual prevention of industrial injur- 
ies. Unfortunately, Dr. Lautenschlager appears 
to have classed all safety engineers in this cate- 
gory. 

The casual reader of the article might draw the 
conclusion that all industrial physicians share this 
same point of view as regards the industrial safe- 
ty engineer. I am quite sure that I voice the sen- 
timent of safety engineers and industrial physi- 
cians in the petroleum industry in suggesting to 
Dr. Lautenschlager that they should have been 
excepted in his article. 

The definition of a disabling injury as used in 
the petroleum industry during recent years is as 
follows: 

“A disabling injury is any injury arising out of 
and in the course of employment that results in 
death, permanent total disability, permanent par- 
tial disability, or temporary disability not confin- 
ed to the day or shift on which the injury oc- 
curred. No matter at what time of day the em- 
ployee is injured, if no permanent disability ex- 
ists and if at the beginning of the next day he re- 
turns to a regularly established job which he can 
perform with normal efficiency, the injury shall 
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not be counted as a disabling injury. However, if 
he returns after the beginning of the next day the 
injury is counted as a disabling injury, unless, in 
the opinion of a doctor, he was able to return to 
work at the beginning of that day but did not do 
so for some reason other than the injury. Excep- 
tion: If an injured employee returns to work at 
the beginning of the next day following the one 
on which he was injured, but subsequently loses 
time because of the injury, it should be counted 
as a disabling injury.” 

The safety engineers even desire to make this 
definition stronger by requiring the injured man 
to return to his regular duties and perform them 
with normal efficiency if a disabling injury is not 
to be counted. In fact, companies do not have 
light duty jobs and do observe this practice any- 
way. The petroleum industry stands ready to 
adopt this definition whenever other industries 
will do so, so that their records may be compar- 
able with the accident records of the petroleum 
industry. 

I understand that the American Standards As- 
sociation Safety Code Correlating Committee fa- 
vors the adoption of the more stringent regula- 
tion. 

I am quite well acquainted with the industrial 
medical men of many oil companies, and I find 
them wholeheartedly and sincerely working in 
the interest of employee care and protection. I 
know of no situation in which the safety engineer 
is in position to adversely influence the decision 
of the industrial physician and impair the interest 
of the worker. It is the policy of most companies, 
in any case of doubt, to send an injured workman 
to a hospital for observation. 

Most certainly the oil industry is interested in 
actual accident prevention and the medical men 
and safety engineers have never been accused of 
working unharmoniously to this end. In years 
gone by a few safety engineers have tried to justi- 
fy accident records in their companies by alleging 
that the companies with better records had not 
been entirely conscientious in the keeping of their 
records, but such a position taken by a safety en- 
gineer in the oil industry today would be most 
unpopular. Safety engineers, under such condi- 
tions now, are able to reply to the executives that 
had the executive interest been greater in the ac- 
cident prevention program the accident record 
would have been better. 

The petroleum industry has cause to be proud 
of its medical men who are real scientists in the 
field of medicine and have sufficient knowledge of 
the workings of the oil industry to make use of 
the knowledge of the operating executives and 
safety engineers in the disposition of injury cases. 

—H. N. BLAKESLEE, American Petroleum Insti- 
tute, Department of Accident Prevention. 

|[NOTE: Mr. Blakeslee’s letter discusses an old 
problem. But it brings new light to a set of condi- 
tions which will continue to bother all who are 
concerned with the administration of industrial 
safety principles—unless an adequate, practical 
agreement can be reached through an extensive 
interchange of ideas. We therefore invite readers 
to submit ideas on this subject; contributions of 
this kind may ultimately be used in the form, or 
as the basis, of a round-table discussion, thus giv- 


ing a resume of existing widespread opinion and 
experience. | 














Development of Industrial 
Surgery 


HIS article* concerns one phase 

of what the business of insurance 
has accomplished in the administra- 
tion of what we may term its trustee- 
ship under the provisions of the work- 
men’s compensation law. 

With the advent of this humane 
legislation, the business of insurance 
embarked practically upon an un- 
known sea with no more aids in navi- 
gating its craft than the “Ancient 
Mariner” had. But as the science of 
navigation grew to its present state of 
high perfection, where with the aid 
of a direction finder the craft may 
literally ride the radio beam, so we 
have learned in the experience which 
has grown out of the handling of this 
great problem, many things which in 
the beginning were a closed book. 

“In the beginning” are the first 
three words in the Bible and they 
are good words to use in reviewing 
our experience in workmen’s com- 
pensation. “In the beginning” and 
for many years thereafter, it was be- 
lieved that the most important pro- 
vision of the act is that the injured 
worker in industry shall promptly 
receive his compensation benefits. 

In this early period, undue em- 
phasis upon this provision created a 
tendency to overlook the fact that 
one of the reasons for the enactment 
of workmen’s compensation legisla- 
tion was the inadequacy of medical 
treatment furnished the injured man. 
Inadequate because society had not 
awakened to its great responsibility 
for healing the injured in industry. 
Inadequate because the medical pro- 
fession had neither realized nor were 
equipped to assume their great place 
in the picture and because there was 
a general failure on the part of all 
to appreciate the importance of the 
quality of treatment to the future of 
the injured and the eventual cost to 
the employer. Medical arrangements 
at best, were arranged haphazardly. 
The great surgeons, and this is no re- 
flection upon them, were not greatly 
interested in industrial injuries. 
Somehow or other, there was a feel- 
ing in the profession apparently that 
there was a stigma upon surgeons 
who did industrial work. 

As we found that there was an ap- 
palling increase in the number of so- 
called permanent total cases, we as a 
business began to ask ourselves the 
question, if after all the prompt pay- 
ment of compensation was the most 
important thing. Some of our leading 
surgeons recognized that the situation 
was an indictment either of the abil- 
itv or the social consciousness of their 
profession. With this dawning con- 
sciousness on the part of the medical 
profession and the business of insur- 
ance, came also the idea that there 
could be such a thing as industrial 
surgery, a specialized treatment of 
those injured in industry. And still 
again, with the march of time. devel- 
oped the so-called “end result” idea. 

* Charles E. Hodges, President, American Mu- 


tual Liabilitv Insurance Company, in Journal of 


American Insurance, March, 1036. 
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Our business began to develop well 
thought out and definite programs for 
the surgical care of the industrially 
injured. A larger number of the 
ranking surgeons were enlisted, hos- 
pitals to a greater degree began to 
develop a technique for those who 
were so unfortunate as to be injured 
in their employment. More and more 
we were impressed with the need for 
skilled interference in serious cases. 
Clinics began to be held for the study 
of those cases which were found all 
too often in the classification of per- 
manent totals. 

The better care of fractures be- 
came the watchword of the American 
College of Surgeons because of the 
experience its members were having 
in industrial work. The study of the 
injured shoulder, many times lack- 
ing a true diagnosis, became the life 
work of one of Boston’s eminent sons. 
The treatment of lead poisoning in 
industry was developed through the 
cooperation of one of Boston’s leading 
physicians and our companies. But, 
we as a business, in cooperation with 
the medical profession, have not been 
content to confine our efforts to at- 
tempting to undo what has already 
been done. We have been equally 
active by research work to determine 
the cause and cure of such complica- 
tions as infections, diseases, and sim- 
ilar developments of injuries in em- 
ployment, and have correlated this 
activity with the other great under- 
taking of preventing the occurrence 
of the injury itself. 

Space does not permit my going in- 
to the details of this work, but if you 
will pardon my referring to one case 
that has come to my attention re- 
cently, it will well illustrate what 
our business is attempting to do not 
only for the employee, but also for 
the employer. A manufacturer in 
this state received a much needed and 
long deferred order for a certain line 
of textiles, an order which meant em- 
ployment for skilled employees. Soon 
after manufacturing operations be- 
gan, the employees developed, from 
some unknown source, a serious skin 
disease on the hands. Every article 
used in connection with the process 
was suspected, but without results. 
Finally, the manufacturer had about 
decided that it was useless for him 
to attempt to fill the order, until the 
representatives of his insurance car- 
rier, out of the fullness of their ex- 
perience, were able to compare the 
situation at that particular plant with 
another a thousand miles away and to 
determine definitely the cause of the 
infection. 

At the beginning of this article, I 
called attention to the fact that “in 
the beginning” the payment of com- 
pensation was considered the first 
essential. I think today, we as a 
business, have concluded that a more 
important thing is to render prompt 
and efficient medical and surgical 
service to the injured workman to 


the end that there may be a satisfac- 
tory “end result,” a reduction in loss 
of wages suffered by the workman 
and a reduction in the cost to indus- 
try. 






Value of the Fluoroscope in 
Pulmonary Tuberculosis Cas. 
Finding 


N the early part of 1927* we in th, 

Medical Division at the Hom 
Office of the Metropolitan Life In 
surance Company were trying to find 
a solution to a tuberculosis problen 
which had been causing concern fo 
a long time. Employees would occa- 
sionally report to the dispensary com- 
plaining of typical symptoms of tu- 
berculosis, although a = satisfactory 
physical examination of the chest had 
been made a short time before. This 
happened in spite of the fact that our 
examining staff was made up of com- 
petent physicians, each one connected 
with a hospital, clinic, or teaching in- 
stitution, and some of them particu- 
larly trained in the diagnosis of dis- 
eases of the lungs. To complicate 
matters still more, we were seeing 
employees whose _ roentgenograms 
showed a lesion typical of pulmonary 
tuberculosis who had neither symp- 
toms nor physical signs of pulmon- 
ary disease. With this evidence, we 
realized that even relatively large 
pulmonary lesions might not produce 
detectable signs or give any symp- 
toms whatsoever. 

Incidentally, this was not as well 
known then as now. 

We believed that for purposes of 
accurate diagnosis a routine x-ray 
examination of the chest would be 
ideal, but the technical problem of 
making the requisite 17,000 or more 
roentgenograms yearly was great and 
the question of expense was not ig- 
nored. Our problem was to find an 
accurate, rapid, economical way of 
selecting the proper cases for further 
x-ray study. It was decided to try 
fluoroscopy on a series of cases with 
the hope that this method of exam- 
ination would fulfil the requi ements. 
Consequently, in October, 1927, 100 
individuals were examined physi- 
cally, fluoroscopically and roentgeno- 
graphically, and the results justified 
further trial. 

In the first seven months of this ex- 
periment 3,300 applicants for em- 
ployment were examined, the exam- 
ination consisting of the usual medi- 
cal and personal history and physical 
and fluoroscopic examination. In 
this group we found 37 individuals 
whom we would have accepted after 
the physical examination, but who, 
after a fluoroscopic examination, 
were classified as ‘“‘abnormal chests,” 
and then after x-ray examination 
were classified as having a lesion typ- 
ical of pulmonary tuberculosis. We 
were convinced that we were on the 
right track and since that time have 
adhered to this method. 

Our problem now divided itself 
naturally into two parts, the detec- 
tion of pulmonary tuberculosis—(1) 
among applicants for employment 





* By Haynes Harotp Fettows, M.D., Assistant 
Medical Director, Metropolitan. Life Insurance 
Companv—Read before the Child Hvgiene Sec- 
tion of the American Public Health Association 
at the Sixtv-third Annual Meeting in Pasadena, 
Calif., September 6, 1934: published in 4mert- 
can Journal of Public Health, February, 1935. 
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1 (2) among our Home Office em- 

yvees. 

From January, 1928, through De- 
mber, 1933, 17,765 applicants for 
iployment were examined, of whom 
out 95% were girls and 5% boys. 
ie average age in this group was 
yout 18 years. Among these appli- 
ants there were 244 persons whose 
entgenograms showed a lesion typ- 
al of pulmonary tuberculosis (see 
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spite of all efforts. The results were 
enlightening. Within the year we 
found by x-ray that 21, exactly one- 
half of the cases followed, had either 
a spread, or were complaining of 
symptoms denoting activity, or were 
developing abnormal physical signs, 
or already had been admitted to a 
sanatorium or hospital for treatment. 
Since starting this work we have 
been able to re-examine and advise 


able 1). 75% of the applicants rejected be- 
Cases of Pulmonary Tuberculosis 
and Method of Detection 
Number ad ee 
Year of Ap- Total oie | Sugges- Fluoroscopy Only 
plicants | Rat tive ___ tive 
~— - Hist Physical 'Per Cent 
Number) per 1,000 | *#IStory Signs Number) o¢ total 
|Applicants| | 
1928-33 17,765 244 | 13.7 25 19 200 82 
1928 4405 | 69 | 15.7 9 7 53 77 
1929 4,780 | ST 11.9 6 6 45 79 
1930 3,105 | 36 11.6 3 l 32 89 
1931 2,175 | 33 | 152 2 4 27 82 
1932 2,134 32 CO 15.0 2 0 30 94 
1933 1,166 17 14.6 3 l 13 76 
TABLE 1 


Incidence of Pulmonary Tuberculosis and Method of Detection among Applicants 
for Employment 
Home Office, Metropolitan Life Insurance Company 








1928-1933 
Cases of 
, Number of ; Rate per 
Year Tuberculosis 
Employees Diagnosed 1,000 Employees 
1928 11,530 106 9.2 
1929 11,966 85 7.1 
1930 12,468 | 71 5.7 
1931 13,081 | 72 5.5 
1932 13,582 59 4.3 
1933 13,960 42 3.0 
TABLE 2 


Cases of Pulmonary Tuberculosis (Active, Activity Questionable, Apparently Healed) 
Detected among Employees of the Home Office, Metropolitan Life Insurance Company 











1928-1933 
| aheeen ___| Suggestive | on 
Year | Rate per | ane | — ‘(Routine X-ray 
Cases | 1,000 | Signs | | Retake, etc.) 
‘Employees | | 
1929 33 2.8 18 15 0 
1930 29 2.3 17 12 0 
1931 29 2.2 22 5 2 
1932 33 2.4 20 8 5 
1933 20 1.4 6 13 1 
TABLE 3 


Cases of Active Pulmonary Tuberculosis and Method of Detection Among Employees of 
the Home Office, Metropolitan Life Insurance Company 


Because of the personal and public 
health aspects involved, we did not 
feel that our interest or responsibil- 
ity ended with a refusal to employ 
these people. Consequently, we re- 
examined, advised, and did all we 
could to help in the proper disposi- 
tion of these cases. During the first 
year we also secured additional and 
subsequent information upon many 
of these applicants rejected because 
of chest lesions. We were able to 
follow closely 42 cases; the remain- 
ing 27 cases dropped from sight in 


cause of the presence of pulmonary 
tuberculosis, most of whom were in 
need of immediate treatment. 

The findings among Home Office 
employees are given in Tables 2 and 
3. Table 2 shows the decreasing 
number of new cases of tuberculosis 
detected yearly. The decrease is due 
largely to the detection and classifi- 
cation in 1928 and 1929 of the healed 
cases among the older employees, 
and also to the fact that we are not 
now employing persons with demon- 
strable tuberculous lesions. Table 3 
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shows decrease by years in the num- 
ber of cases needing treatment. 

The results can be summarized by 
saying that we believe that we are 
not now employing persons with 
pulmonary tuberculosis and we are 
everlastingly alert to detect this dis- 
ease in our Home Office employees 
at the earliest stage. 

And, curiously, our endeavors have 
brought us face to face with another 
phase of the problem which is now 
causing some perplexity. For years 
we have been encountering individ- 
uals whose chest roentgenograms 
show evidence of a typical tubercu- 
lous lesion, who are asymptomatic 
and demonstrate no abnormal physi- 
cal signs. Among the company em- 
ployees we have advised and urged 
the younger ones and those- whose 
lesions are shown to be unstable by 
X-ray examination to take treatment 
at the company sanatorium at Mt. Mc- 
Gregor, and have allowed the others 
to work under very close observa- 
tion. So far, we believe we have 
made no mistake. An analysis of 141 
cases diagnosed as tuberculous sub- 
sequent to a negative x-ray or neg- 
ative fluoroscopic examination shows 
that significant pulmonary tubercu- 
losis may develop in the late adoles- 
cent and adult, that it is possible to 
detect many of these cases at a stage 
before physical signs or symptoms 
can be elicited, that some of these 
cases follow an unsatisfactory course 
while others are cured without un- 
toward incident at our sanatorium. 
It is not possible to foretell which 
case will react favorably and which 
unfavorably, so we believe that the 
safest method is to advise the young- 
er members of such a group to take 
sanatorium treatment under favor- 
able circumstances, and to keep the 
older individuals under close medi- 
cal observation. 

After seven years’ experience with 
our present routine of chest exami- 
nation, we believe that we have 
made real progress in handling our 
pulmonary tuberculosis problem. Re- 
alizing that a physical examination, 
no matter how painstakingly done, 
does not reveal abnormal signs in a 
large number of tuberculous cases, 
we have met this shortcoming by 
adding a routine fluoroscopic exam- 
ination and a roentgenographic ex- 
amination of cases selected by this 
method for further study. From the 
administrative standpoint, this meth- 
od is rapid and economical; as 
checked by x-ray examination, it is 
accurate. 


ETROPOLITAN* does its best 

to inject humanity and _ soci- 
ability into the company life. Every 
day the company gives all its clerks a 
free lunch. The four great lunch 
rooms in the two buildings serve 2,- 
500,000 lunches a year, which is 
more than the annual luncheon serv- 
ice of the three biggest Schrafft res- 
taurants in New York. The Metro- 
politan lunch is 40 minutes long. 
Probably the company saves time by 
giving it; and it is better to have the 
clerks eat a healthy menu than to 
have them dozing all afternoon after a 
lunch of hot dogs and beer, or get- 
ting indigestion from chocolate-fudge 
sundaes and marshmallow and pe- 
cans. The company also offers free 





* Fortune, August, 1934. 
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umbrellas when it rains, free teeth- 
cleaning, free medical service, free 
gymnasiums, low-cost insurance, a 
cooperative store where the employ- 
ee can buy anything from baby pants 
to baseball bats at slightly above 
cost. If the employee is very sick 
the Metropolitan will take him for 
free treatment to its Mt. McGregor 
Sanatorium, nine miles north of Sar- 
atoga, New York. Last year this up- 
to-date institution, which stands on 
1.300 acres of high, dry ground, 
treated 595 sufferers from tubercu- 
losis. nervous breakdown, anaemia, 
etc.. and cost the company $435,000 
for maintenance. But Metropolitan 
employees show a. slightly lower 
death rate than workers in the com- 
panies that the Metropolitan Group 
insures (such as General Motors and 
Southern Pacific). 


Silicosis at Common Law 


ROCEDURE* under the common 

law is not well adapted to the de- 
termination of liability for silicosis. 
In a common law action, it is neces- 
sary to establish three things: 

(a) Has the plaintiff contracted 
silicosis? This is almost purely 
a medical question. 

(b) If the plaintiff has contracted 
silicosis, did he contract it be- 
cause of conditions in the de- 
fendant’s plant? This is partly 
a medical and partly a non- 
medical question. Whether the 
conditions, having been once 
determined, were such that 
they probably caused the sili- 
cosis, is a medical question. 

(c) The remaining point to be 
proved by the plaintiff in a 
common law action is whether 
the defendant was negligent in 
permitting the conditions which 
caused the injury to the plain- 
tiff by silicosis. This question is 
a question of ordinary law and 
fact. It involves practically no 
medical questions. 

“The employee’s remedy by com- 
mon law action is slow and difficult. 
Such cases have to wait their turn 
on the court calendars and when 
they are reached, the trial frequent- 
ly consumes from two to four weeks. 
The greater part of the time is con- 
sumed in the consideration of medi- 
cal questions. The determination of 
these questions is left to a jury; the 
jury has no training in medical mat- 
ters except that which it acquires 
during the trial of the case. The com- 
mon law procedure is extremely ex- 
pensive, both to the employee and 
the employer. It is uncertain of ar- 
riving at a just result and it is not 
satisfactory to either party. 

“Merely to put silicosis under the 
Workmen’s Compensation Act will 
not give the employee a quick and 
sure remedy at a reasonable cost to 
the employee, nor will such proce- 
dure bring within reasonable bounds 
the expenditures of the employer. It 
is true that the inclusion of silicosis 
in the Workmen’s Compensation Act 
would remove from. consideration 
the determination of the questions 
of negligence. It would not, however, 
remove the question as to where and 
in whose employ the workman in- 


* From an address by Frederick Snow Kellogg, 
before the Insurance Section of the American Bar 
Association, 1934. 
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haled the injurious dust. Nor would 
it in anywise solve the medical ques- 
tions of diagnosis and prognosis. 

“Industrial diseases of slow devel- 
opment and progress, and industrial 
accidents, are two very different 
things, and should be handled in a 
different manner. In a large per- 
centage of accident cases there is no 
question but what the employee has 
suffered an injury by accident. In 
a large percentage of claims for sili- 
cosis, there is the primary question 
as to whether the employee is suf- 
fering from that disease. In a larger 
percentage of cases of accident there 
is no question as to whether the 
plaintiff suffered the accident in the 
defendant’s plant. In a large per- 
centage of silicosis, it is a question 
very difficult of determination wheth- 
er the injury by silica arose out of 
employment in the defendant’s plant 
or in some previous employment, or 
entirely outside of employment. Med- 
ical questions regarding silicosis are 
by far more frequent and difficult 
than in accident cases. Whatever the 
situation may be in regard to acci- 
dents, a medical board is a necessity, 
if there is to be prevention, control 
and compensation for silicosis.” 


Carbon Tetrachloride Poisoning 


HE uses of carbon tetrachloride 

are: (1) removal of grease from 
metal parts; (2) removal of grease 
in dry-cleaning; (3) in technology 
for the extraction of facts; (4) as a 
solvent for crude rubber: (5) in the 
vulcanization of caoutchouc: (6) as 
a solvent for lac, resin, ete.; (7) in 
some forms of _§fire-extinguishers: 
and (8) as an anthelmintic drug. 

According to Moller*, the dangers 
of carbon tetrachloride to man are: 
(1) the employment of carbon tetra- 
chloride in fire extinguishers; (2) in- 
toxication after intake of carbon tet- 
rachloride for anthelmintic purposes: 
(3) intoxication after inhalation of 
fumes of carbon tetrachloride: (4) 
intoxication in connection with dry 
shampoos: and (5) intoxication from 
inhalation of carbon tetrachloride in 
other uses of the substance. 

In summary, carbon tetrachloride 
is a poisonous substance, of the same 
narcotic potency as chloroform but 
somewhat more toxic. Like chloro- 
form and unlike benzine it is non- 
inflammable. If the public is in- 
structed about the toxicity of carbon 
tetrachloride and especially about 
the great heaviness of the fumes. 
then it is reasonable to assume that 
the use of this substance for dry- 
cleaning and similar purposes in- 
volves less danger to life and health 
than benzine. But in the future con- 
tainers in which the substance is dis- 
tributed ought to be labelled con- 
spicuously with a statement of the 
poisonous properties of the sub- 
stance, and the public warned as em- 
phatically as possible that the sub- 
stance must not be used in closed 
or poorly ventilated rooms, and that 
preferably it should only be used in 
the open air. 

Under no circumstances is carbon 
tetrachloride to be used for shampoo. 
Its use in public hair dressing par- 
lors and similar places should be pro- 
hibited if possible. 


* Moller, Knud. O., Journ. Ind. Hyq., Novem- 
ber, 1933. 
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Benzine, Toluol and Xylol* 


HORTLY after benzol came ji; 

common use it was found to 
poisonous, causing an anemia fr 
which recovery was slow, and 
some cases, impossible. Manufactu 
ers, on being approached as to t! 
necessity of either getting rid of be: 
zol or ventilating the rooms in whi: 
it was used, claimed either that 
was not as dangerous as represent: 
or that no ventilation scheme w;: 
necessary for getting rid of tl} 
fumes. Some said, “This interferen 
with our business will ruin us.” 

Things have changed somewh: 
since those days. Those who us 
benzol now are satisfied as to th 
danger. They agree that the props 
sort of ventilation will prevent th: 
accumulation of fumes in the factor 
working spaces and thereby allow 
the workers to continue without in- 
jury to their health. 

Fortunately, some other preventive 
measures have been found. Although 
benzol is a first class solvent, a sub- 
stitute can easily be used, perhaps 
less quick in action, but certainly les 
dangerous. If the amount of benzo! 
used in the course of the day is 
halved, the dangers are halved. Let 
caution be observed, however, in 
providing a substitute. Some hopeful! 
manufactures reasoned that,  al- 
though benzol was known to be dan- 
gerous, toluol and xylol were not 
known to be dangerous; therefore, it 
was safe to use the latter two as 
substitutes. This reasoning was 
wrong. It ought to be apparent that 
if one chemical substance is similar 
to another known to be poisonous, 
the first is probably poisonous, too: 
and this is exactly what is now being 
proved true. Toluol and xylol, very 
close in chemical composition to ben- 
zol, are much like it in their effects 
upon the human system. They, in 
their turn, require substitution or 
ventilation. The great principle up- 
on which the prevention of occupa- 
tional poisons is founded is merely 
the dilution of the poisonous gas 
which workers breathe. Petroleum 
naphtha is now being used as a sat- 
isfactory substitute. 

As far as use is concerned, there is 
little to choose between the three 
chemicals: benzol, toluol and xylol. 
Therefore, some other substitute or 
diluent will have to be selected if 
poisoning is to be avoided without 
ventilation. Nearly all solvents are 
unpleasant, if not dangerous, to 
breathe. Their volatility is the char- 
acteristic which needs ventilation. 

The State Department of Labor 
administers the Workmen’s Compen- 
sation Act which requires that com- 
pensation will be granted to people 
poisoned by benzol. It also provides 
laws and regulations for making the 
factory workshop safe and, further, 
while it demands that the employer 
shall provide ventilation, it also sup- 
plies the means whereby every em- 
ployer interested in factory hygiene 
can obtain information as to what 
system of ventilation is the best and 
how it may be constructed. Every 
employer is obliged to supply to the 
State Department of Labor plans in 
triplicate of whatever projected sys- 
tem is to be used. 





* Editorial, The Industrial Bulletin, 
N.Y., February, 1936. 
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Occupational Diseases 








North Carolina’s New Law 


ORTH CAROLINA’S new occu- 
_N pational disease law, ratified 
farch 26, 1935, was drafted after 
wnferences between employees and 
mployers. At the initial meetings 
ere were between 40 and 50 em- 
oyer representatives present, as 
ell as representatives from the home 
ffices of several insurance companies 
nd the State Insurance Commis- 
oner. The President of the State 
ederation of Labor participated in 
‘he various conferences. A commit- 
‘ee was appointed to work out the 
ietails of the bill; a subcommittee of 
this committee did most of the work. 
fhe joint insurance legislative com- 
mittee approved the bill as written. 
However, there was still a small group 
of employers who offered some objec- 
tions to certain features of it. These 
were ironed out, by amendments; 
these amendments were agreed to 
by the representative of labor; the 
bill passed the House of Representa- 
tives unanimously. When the bill 
got to the Senate another employer 
felt that certain minor changes should 
be made. Two rather insignificant 
amendments were adopted in the 
Senate, and again there was no dis- 
senting vote against the bill, though 
there was some discussion. 

The conferences agreeing upon the 
occupational disease bill were _ in 
keeping with the method used in the 
passage of the State’s Compensation 
law in 1929. It was passed as an 
agreed bill between employers and 
employees. 

A few outstanding features of the 
bill: 

First, this is probably one of the 
first laws in the country to provide 
for physical examinations of pros- 
pective employees as well as period- 
ical examinations of those now en- 
gaged in the two principal dust indus- 
tries, asbestos and silica. 


Second, this law provides for the’ 


removal of employees found in the 
very early stages. 

Third, as a part of the removal pro- 
gram there is a provision for voca- 
tional education (the first and only 
uch bill to provide for vocational 
training). 

Fourth, there is provision for a 
medical set-up. 


HAPTER 120, Public Laws of 

1929, amended by inserting after 
sec. 50 and before Sec. 51 a new sec- 
ion to be known as Sec. 50% as fol- 
OWS: 

“Sec. 501%. (a) The disablement or 
leath of an employee resulting from 
in occupational disease described in 
aragraph (b) of this section shall be 
reated as the happening of an injury 
vy accident within the meaning of the 
North Carolina Workmen’s Compen- 
ition Act and the procedure and 
ractice and compensation and other 
enefits provided by said act shall 
pply in all such cases except as here- 
iafter otherwise provided. The word 
iccident,’ as used in the Workmen’s 
‘ompensation Act, shall not be con- 
‘rued to mean a series of events in 
mployment, of a similar or like na- 
ire, occurring regularly, continuous- 


ly or at frequent intervals in the 
course of such employment, over ex- 
tended periods of time, whether such 
events mav or may not be attributable 
to fault of the employer, and disease 
attributable to such causes shall be 
compensable only if culminating in 
an occupational disease mentioned in 
and compensable under this act. Pro- 
vided, however no compensation 
shall be payable for asbestosis and/or 
silicosis as hereinafter defined if the 
employee, at the time of entering in- 
to the employment of the employer 
by whom compensation would other- 
wise be payable, falsely represented 
himself in writing as not having pre- 
viously been disabled or laid off be- 
cause of asbestosis or silicosis. 

(b) The following diseases and 
conditions only shall be deemed to 
be occupational diseases within the 
meaning of this act: 

Anthrax. 

Arsenic poisoning. 

Brass poisoning. 

Zine poisoning. 

Manganese poisoning. 

. Lead poisoning. Provided the 
employee shall have been exposed to 
the hazard of lead poisoning for at 
least 30 days in the preceding 12 
months’ period, and provided further 
only the employer in whose employ- 
ment such employee was last in- 
juriously exposed shall be liable. 

7. Mercury poisoning. 

8. Phosphorus poisoning. 

9. Poisoning by carbon bisulphide, 
methanol, naphtha, or volatile halo- 
genated hydrocarbons. 

10. Chrome ulceration. 

11. Compressed-air illness. 

12. Poisoning by benzol, or by nitro 
and amido derivatives of benzol (dini- 
trol-benzol, anilin, and others). 

13. Infection or inflammation of 
the skin or eyes or other external 
contact surfaces or oral or nasal cav- 
ities due to irritating oils, cutting 
compounds, chemical dust, liquids, 
fumes, gases or vapors. 

14. Epitheliomatous cancer or ul- 
ceration of the skin or of the corneal 
surface of the eye due to tar, pitch, 
bitumen, mineral oil, or paraffin, or 
any compound, product, or residue 
of any of these substances. 

15. Radium poisoning or injury by 
x-rays. > 

16. Blisters due to use, of tools or 
appliances in the employment. 

17. Bursitis, of the knee or elbow, 
due to intermittent pressure in the 
employment. 

18. Miner’s nystagmus. 

19. Bone felon due to constant or 
intermittent pressure in employment. 

20. Synovitis, caused by trauma in 
employment. 

21. Tenesynovitis, caused by trau- 
ma in employment. 

22. Carbon monoxide poisoning. 

23. Poisoning by sulphuric, hydro- 
chloric or hydrofluoric acid. 

24. Asbestosis. 

25. Silicosis. 

Occupational diseases caused by 
chemicals shall be deemed to be due 
to exposure of an employee to the 
chemicals herein mentioned only 
when as a part of the employment 
such employee is exposed to such 
chemicals in such form and quantity, 
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and used with such frequency as to 
cause the occupational disease men- 
tioned in connection with such chem- 
ical. 

(c) The term ‘disablement’ as used 
in this section as applied to cases of 
asbestosis and silicosis means the 
event of becoming actually incapaci- 
tated, because of such occupational 
disease, from performing normal la- 
bor in the last occupation in which 
remuneratively employed; but in all 
other cases of occupational disease 
shall be equivalent to ‘disability’ as 
in Sec. 2, Par. (1) of the 
North Carolina Workmen’s Compen- 
sation Act. 

(d) The term ‘disability’ means the 
state of being incapacitated as the 
term is used in defining ‘disablement’ 
in paragraph (c) hereof. 

(e) The provisions of this act shall 
apply only to cases of occupational 
disease in which the last exposure in 
an occupation subject to the hazards 
of such disease occurred on or after 
the date on which this section shall 
have taken effect. 

(f) In any case where compensation 
is payable for an occupational dis- 
ease, the employer in whose employ- 
ment the employee was last injurious- 
ly exposed to the hazards of such 
disease, and the insurance carrier, if 
any, which was on the risk when the 
employee was so last exposed under 
such employer, shall be liable. 

(g) An employer shall not be liable 
for any compensation for asbestosis, 
silicosis or lead poisoning unless dis- 
ablement or death results within 
three years after the last exposure 
to such disease, or, in case of death, 
unless death follows continuous dis- 
ability from such disease, commenc- 
ing within the period of three years 
limited herein, and for which com- 
pensation has been paid or awarded 
or timely claim made as hereinafter 
provided and results within seven 
years after such last exposure. Claims 
for all other occupational diseases 
shall be barred unless claims shall 
be filed with the Industrial Commis- 
sion within one year from the dis- 
ablement or death caused by such oc- 
cupational disease. 

(h) In the event of disability from 
an occupational disease, the employer 
shall provide reasonable medical 
and/or other treatment for such time 
as in the judgment of the Industrial 
Commission will tend to lessen the 
period of disability or provide needed 
relief; provided, however, medical 
and/or other treatment for asbestosis 
and/or silicosis shall not exceed a 
period of three years nor cost in ex- 
cess of $334 in any one year; and, 
provided further, all such treatment 
shall be first authorized by the In- 
dustrial Commission after consulting 
with the Advisory Medical Commit- 
tee. 

(i) The compulsory examination of 
employees and prospective employees 
as herein provided applies only to 
persons engaged or about to engage 
in an occupation which has been 
found by the Industrial Commission 
to expose them to the hazards of as- 
bestosis and/or silicosis. The Indus- 
trial Commission shall designate by 
order each industry found subject to 
any such hazard and shall notify the 
employers therein before such exami- 
nations are required. On and after 
the date on which this act becomes 
operative it shall be the duty of every 
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employer in the conduct of whose 
business his employees or any of them 
are subjected to the hazards of as- 
bestosis and/or silicosis, to provide 
prior to employment necessary exam- 
inations of all new employees for the 
purpose of ascertaining if any of them 
are in any degree affected by asbes- 
tosis and/or silicosis or peculiarly 
susceptible thereto; and every such 
employer shall from time to time, as 
ordered by the Industrial Commis- 
sion, provide similar examinations for 
all of his employees whose employ- 
ment exposes them to the hazards of 
asbestosis and/or silicosis. At least 
one member of the Advisory Medical 
Committee or other physician desig- 
nated by the Industrial Commission 
shall make such examinations or be 
present when any such examination 
is made. The refusal of an employee 
to submit to any such examination 
shall bar such employee from com- 
pensation or other benefits provided 
by this act in the event of disable- 
ment and/or death res'lting from an 
exposure to the hazards of asbestosis 
and/or silicosis subsequent to such 
refusal. It shall be the duty of the 
Industrial Commission to make and/- 
or order such inspections of em- 
ployments and to keep a record of all 
employments subjecting employees to 
the hazards of asbestosis and/or 
silicosis, and to notify the employer 
in any case where such hazard shall 
have been found to exist. The unrea- 
sonable failure of an employer to pro- 
vide for any examination or his un- 
reasonable refusal to permit any in- 
spection herein authorized shall con- 
stitute a misdemeanor and shall be 
punishable as such. 

(j) Where an employee, though not 
actually disabled, is found by the In- 
dustrial Commission to be affected by 
asbestosis and/or silicosis, and it is 
also found by the Industrial Commis- 
sion that such employee would be 
benefited by being taken out of his 
employment and that such disease 
with such employee has progressed to 
such a degree as to make it hazardous 
for him to continue in his employ- 
ment and is in consequence removed 
therefrom by order of the Industrial 
Commission, he shall be paid compen- 
sation as for temporary total or par- 
tial disability, as the case may be, 
until he can obtain employment in 
some other occupation in which there 
are no hazards of such occupational 
disease: provided, however, compen- 
sation in no such case shall be paid 
for a longer period than 20 weeks to 
an employee without dependents, nor 
for a longer period than 40 weeks to 
an employee with dependents, and in 
either case said period shall begin 
from the date of removal from the 
emvloyment, unless actual disable- 
ment from such disease results later 
and within the time limited in para- 
graph (g) of this section. When in 
any such case the forced change of 
occupation shall in the opinion of 
the Industrial Commission require 
that the employee be given special 
training in order to properly read- 
just himself there shall be paid for 
such training and incidental travel- 
ing and living expenses an additional 
sum which shall not exceed $300 in 
the case of an employee without de- 
pendents, and which shall not exceed 
$500 in the case of an employee with 
dependents, such payment to be made 
for the benefit of the employee to such 
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person or persons as the Industrial 
Commission may direct; provided, 
however, no such payment shall be 
made unless the employee accepts the 
special training herein provided, nor 
shall payment be made for a longer 
period of time than the employee 
shall accept such special training. If 
an employee has been so compen- 
sated, and whether or not specially 
trained for another occupation, and 
he thereafter engages in any occupa- 
tion which exposes him to hazards 
of silicosis and/or asbestosis without 
first having obtained the written ap- 
proval of the Industrial Commission, 
neither he, his dependents, personal 
representative nor any other person 
shall be entitled to any compensation 
for disablement or death from sili- 
cosis and/or asbestosis: provided, 
however, that an employee so affect- 
ed. as an alternative to forced change 
of occupation, may, subject to the 
approval of the Industrial Commis- 
sion, waive in writing his right to 
compensation for any aggravation of 
his condition that may result from 
his continuing in his hazardous occu- 
pation; but in the event of total dis- 
ablement and/or death as a result of 
asbestosis and/or silicosis with which 
the employee was so affected com- 
pensation shall nevertheless be pay- 
able, but in no case, whether for dis- 
ability or death or both, for a longer 
period than 100 weeks. Such written 
waiver must be filed with the Indus- 
trial Commission, and the Commis- 
sion shall keep a record of each 
waiver, which record shall be open 
to the inspection of any interested 
person. 

(k) The word ‘silicosis’ shall mean 
the characteristic fibrotic condition of 
the lungs caused by the inhalation of 
dust of silica or silicates. ‘Asbestosis’ 
shall mean a characteristic fibrotic 
condition of the lungs caused by the 
inhalation of asbestos dust. 

(1) Compensation shall not be pay- 
able for disability or death due to 
silicosis and/or asbestosis unless the 
employee shall have been exposed to 
the inhalation of dust of silica or 
siileates or asbestos dust in employ- 
ment for a period of not less than two 
years in this state, provided no part 
of such period of two years shall have 
been more than 10 years prior to the 
last exposure. 

(m) Except as herein otherwise 
provided, in case of disablement or 
death from silicosis and/or asbestosis, 
compensation shall be payable in ac- 
cordance with the provisions of the 
North Carolina Workmen’s Compen- 
sation Act. 

(n) In case of disablement or death 
due primarily from silicosis and/or 
asbestosis and complicated with tu- 
berulosis of the lungs compensation 
shall be payable as hereinbefore pro- 
vided, except that the rate of pay- 
ments may be reduced one-sixth. 

(o) Unless written notice of the 
first distinct manifestation of an oc- 
cupational disease shall be given to 
the employer in whose employment 
the employee was last injuriouslyv ex- 
posed to the hazards of such disease 
or to the Industrial Commission with- 
in 30 days after such manifestation, 
and, in case of death, unless also writ- 
ten notice of such death shall be 
given by the beneficiary hereunder to 
the employer or the Industrial Com- 
mission within 90 days after occur- 
rence, and unless claim for disability 
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and/or death shall be made with.» 
one year after the disablement 
death, respectively, all rights to co: 
pensation for disability or death fro» 
an occupational disease shall be fi 
ever barred; provided, however, t} 
notice and/or claim shall be deem: 
waived in case of disability or dea: 
where the employer or insurance ca 
rier voluntarily makes compensatic 
payments therefor, or, within the 
time above limited, has actual know)- 
edge of the incurrence of the disease 
or of the death and its cause, or by 
his or its conduct misleads the injured 
employee or claimant reasonably to 
believe that notice and/or claim has 
or have been waived; and provided 
further that where compensation pay - 
ments have been made and discon- 
tinued, and further compensation is 
claimed, whether for disability or 
death from asbestosis, silicosis or lead 
poisoning, the claim for such further 
compensation shall be made within 
two years after the last payment, but 
in all other cases of occupational dis- 
ease claim for further compensation 
shall be made within one year after 
the last payment. 

(p) Upon the filing of a claim for 
death from an occupational disease 
where in the opinion of the Industrial 
Commission a postmortem examina- 
tion is necessary to accurately ascer- 
tain the cause of death, such examina- 
tion shall be ordered by the Industrial 
Commission. A full report of such 
examination shall be certified to the 
Industrial Commission. The surviving 
spouse or next of kin and the em- 
ployer or his insurance carri@r, if 
their identity and whereabouts can be 
reasonably ascertained, shall be given 
reasonable notice of the time and 
place of such postmortem examina- 
tion, and, if present at such examina- 
tion, shall be given an opportunity to 
witness the same. Any such person 
may be present at and witness such 
examination either in person or 
through a duly authorized representa- 
tive. If such examination is not con- 
sented to by the surviving husband 
or wife or next of kin, all right to 
compensation shall cease. 

(q) If on the hearing of a claim 
for compensation for asbestosis 
and/or silicosis, any controverted 
medical question or questions shall 
arise, the Industrial Commission shall 
reserve its decision and award until! 
it shall have received a report from 
the Advisory Medical Committee; and 
the Industrial Commission may in its 
discretion refer to said committee 
controverted medical questions aris- 
ing out of other occupational disease 
claims. 

(r) The Advisory Medical Commit- 
tee, upon reference to it of a case ol 
occupational disease, shall notify the 
employee, or, in case he is dead, his 
dependents or personal representa- 
tive, and his employer to appear be- 
fore the Advisory Medical Commit- 
tee at a time and place stated in th 
notice. If the employee be living, he 
shall appear before the Advisory 
Medical Committee at the time anc 
place specified then or thereafter anc 
he shall submit to such examinations 
including clinical and x-ray examina- 
tions as the Advisory Medical Com- 
mittee may require. The employee 
or, if he be dead, the claimant anc 
the employer shall be entitled t 
have present at all such examinations 
a physician admitted to practice medi- 
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~.e in this state who shall be given 
. ory reasonable facility for observ- 
‘every such examination whose 
vices shall be paid for by the 
‘mant or by the employer who en- 
ved his services. If a physician ad- 
tted to practice medicine in the 
te shall certify that the employee 
physically unable to appear at the 
ne and place designated by the Ad- 
sory Medical Committee, such com- 
ittee, may upon the advice of the 
dustrial Commission, and on notice 
the employer, change the place 
nd/or time of the examination so 
to reasonably facilitate the exami- 
tion of the employee, and in any 
ich case the employer shall furnish 
transportation and provide for other 
reasonably necessary expenses inci- 
dental to necessary travel. The claim- 
ant and the employer shall produce 
io the Advisory Medical Committee 
all reports of medical and x-ray ex- 
aminations which may be in their re- 
spective possession or control show- 
ing the past or present condition of 
the employee to assist the Advisory 
Medical Committee in reaching its 
conclusions. 

(s) The Advisory Medical Commit- 
tee shall, as soon as practicable after 
it has completed its consideration of 
a case, report to the Industrial Com- 
mission its opinion regarding all 
medical questions involved in the 
case. The Advisory Medical Commit- 
tee shall include in its report a state- 
ment of what, if any, physician or 
physicians were present at the exami- 
nation on behalf of the claimant or 
employer and what, if any, medical 
reports and x-rays were produced by 
or on behalf of the claimant or em- 
ployer. 

(t) The Advisory Medical Commit- 
tee shall file its report in triplicate 
with the Industrial Commission, 
which shall send one copy thereof to 
the claimant and one copy to the em- 
ployer by registered mail. Unless 
within 30 days from receipt of the 
copy of said report the claimant 
and/or employer shall request the 
Industrial Commission in writing to 


set the case for further hearing for. 


the purpose of examining and/or 
cross examining the members of the 
Advisory Medical Committee respect- 
ing the report of said committee, said 
report shall become a part of the 
record of the case and shall be ac- 
cepted by the Industrial Commission 
as expert medical testimony to be 
considered as such and in connection 
with all the evidence in the case in 
irriving at its decision. 

(u) There shall be an Advisory 
\ledical Committee consisting of three 
nembers, who shall be _ licensed 
»hysicians in good professional stand- 
ng and peculiarly qualified in the 
Ciagnosis and/or treatment of occu- 
ational diseases. They shall be ap- 
ointed by the Industrial Commission 
‘ith the approval of the governor, 
nd one of them shall be designated 

s chairman of the committee by the 
‘ndustrial Commission. The members 
‘ the committee shall be appointed 
0 serve terms as follows. One for a 
orm of two years, one for a term of 
ur years, and one for a term of six 

‘ars. Upon the expiration of each 

rm as above mentioned the Indus- 

ial Commission shall appoint a suc- 
ssor for a term of six years; except 
at the terms of the members first 

‘pointed shall expire June 30, 1936. 
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The function of the committee shall 
be to conduct examinations and make 
reports -as required by paragraphs 
(q), (r), (s) and (t) of this section, 
and to assist in any postmortem ex- 
aminations provided for in paragraph 
(p) of this section when so directed 
by the Industrial Commission. Mem- 
bers of the committee shall devote 
to the duties of the office as much of 
their time as may be required in the 
conducting of examinations with rea- 
sonable promptness, and they shall 
attend hearings as scheduled by the 
Industrial Commission when their at- 
tendance is desired for the purpose of 
examining and cross examining them 
respecting any report or reports made 
by them. 

The members of the Advisory 
Medical Committee shall be paid such 
salaries and/or fees and expenses, 
and in monthly instalments or in 
such other manner as may be deter- 
mined by the governor and approved 
by the Advisory Budget Commission. 

The Industrial Commission shall 
establish a schedule of reasonable 
charges to defray the expenses in- 
curred in making examinations pur- 
suant to paragraphs (i) and (p) of 
this section, such charges to be col- 
lected in accordance with rules and 
regulations which shall be adopted 
by the Industrial Commission. Said 
charges shall be collected from em- 
ployers who by order of the Industrial 
Commission are determined to be 
subject to the hazards of asbetosis 
and/or silicosis. 

In hearings arising out of claims 
for disability and/or death resulting 
from occupational diseases the Indus- 
trial Commission shall tax as a part 
of the costs in cases in which com- 
pensation is awarded a reasonable al- 
lowance for the services of members 
of the Advisory Medical Committee 
attending such hearings and reason- 
able allowances for the services of 
members of the Advisory Medical 
Committee for making investigations 
in connection with all claims for com- 
pensation on account of occupational 
diseases, including uncontested cases, 
as well as contested cases, and wheth- 
er or not hearings shall have been 
conducted in connection therewith. 
All such charges, fees and allow- 
ances to be collected by the Indus- 
trial Commission shall be paid into 
the General Fund of the State Treas- 
ury to constitute a fund out of which 
to pay the expenses of the Advisory 
Medical Commiittee. 

In the event the amount appro- 
priated by the General Assembly and 
the charges, fees and allowances so 
assessed and collected and paid into 
the State Treasury shall not be suf- 
ficient to pay the full cost incurred by 
the Advisory Medical Committee in 
making examinations of employees, 
and conducting postmortem exami- 
nations, and in making investigations 
of claims arising under this section, 
and in testifying before the Industrial 
Commission, the Industrial Commis- 
sion shall essess against the employers 
found by the Industrial Commission 
to be subject to the hazards of as- 
bestosis and/or silicosis an amount 
sufficient to pay such cost, said 
amount to be assessed against such 
employers pro rata on the basis of an- 
nual payroll. The Industrial Commis- 
sion is authorized to assess and col- 
lect in advance in the beginning of 
any year from the employers subject 
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to such hazard an amount estimated 
as necessary to pay such cost. Said 
amount when so assessed shall be paid 
by such employers within 10 days 
after the notice of assessment. and 
when collected by the _ Industrial 
Commission shall be paid into the 
State Treasury as a part of the fund 
out of which to pay the expenses of 
the Advisory Medical Committee. In 
the event such amount so assessed 
shall be found to be in excess of the 
cost incurred by such Advisory Med- 
ical Committee in the performance 
of its duties under this act, such ex- 
cess shall be credited against the es- 
timate of the cost to be incurred by 
said Committee for the succeeding 
year. In case the amount so assessed 
shall be insufficient to pay’ such cost 
the Industrial Commission is author- 
ized to make an additional assessment 
to be made at the end of the regular 
assessment period and to be collect- 
ed from the employers subject to 
the hazards of asbestosis and/or sili- 
cosis. 

(v) The Industrial Commission 
shall make inspections of employ- 
ments for the purpose of ascertaining 
whether such employments, or any 
of them, are subject to the hazards of 
asbestosis and/or silicosis, and for 
the purpose of making studies and 
recommendations with a view to re- 
ducing and/or eliminating such haz- 
ards. The Industrial Commission, 
and/or any person selected by it, is 
authorized to enter upon the premises 
of employers where employments 
covered by this act are being carried 
on to make examinations and studies 
as aforesaid. Any employer, or any 
officer or agent of an employer, who 
unreasonably prevents or obstructs 
any such examination or study shall 
be guilty of a misdemeanor. 

(w) If any part or parts of this 
act be decided by the courts to be un- 
constitutional or invalid, the same 
shall not affect the validity of this 
act as a whole or any part thereof 
other than the part or parts so decided 
to be unconstitutional or invalid. 

(x) This act shall be in force and 
effect from and after its ratification. 
(Ratified March 26, 1935.) 

(y) All laws and clauses of 


. laws 
in conflict herewith are hereby 
repealed. 

Occupational Diseases — Real 


and Supposed* 


O widespread seems to be the cur- 

ent agitation for engrafting on to 
the system for compensating for in- 
dustrial injuries a system of compen- 
sating for disability or death follow- 
ing occupational diseases, it would 
appear appropriate for us to stop and 
consider just what we mean when we 
talk about “occupational diseases,” 
and what burden of responsibility we 
think to fasten on industry thereby. 

The idea of compensating for oc- 
cupational diseases is not new. Prob- 
ably the earliest such law (although 
not a compensation law in form) 
was the Swiss law of 1877 and the 
idea came to this country by way of 
England. Theoretically there is good 
reason to compensate an industrial 
victim whose disability came about 





* By Henry D. Sayer, Former Industrial Com- 
missioner of New York State—From Association 
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through exposure to or contact with 
industrial material of a poisonous 
nature or capable of producing ser- 
ious morbid disorders. Such a con- 
dition of disability is as directly a 
result of the industrial process as is 
a disability due to an accident or in- 
jury. Much difficulty arises, how- 
ever, when we attempt to define and 
delimit the conditions truly due to 
the occupation or an industrial pro- 
cess in which the worker was en- 
gaged. 

It so happens that the writer has 
had a rather extensive contact with 
occupational disease and workmen’s 
compensation legislation and admin- 
istration of such laws. He was first 
secretary and later a member of the 
New York State Industrial Commis- 
sion, administering the compensa- 
tion law in its early days, when oc- 
cupational diseases did not consti- 
tute any concern of our law. In 1920 
we recommended and brought about 
the enactment of our occupational 
disease law—one of the first to be 
enacted in this country. In the con- 
ferences leading to the drafting of 
that law. we had to consider whether 
to adopt the general undefined and 
all-inclusive method of bringing such 
diseases under the coverage of the 
act, or to adopt the method of speci- 
fying the diseases that were to be 
covered, and the conditions of em- 
ployment giving rise to such dis- 
eases. After careful consideration it 
was determined to adopt the English 
method and specify or set forth in a 
list or schedule the particular dis- 
eases that were recognized as char- 
acteristic of and peculiar to the em- 
ployment, and so give rise to a right 
of compensation. 

In the light of current misappre- 
hension on the subject, it may not be 
amiss to review briefly what we un- 
derstand by the so-called schedule 
method of providing coverage for oc- 
cupational diseases, and what is 
really intended by those who put for- 
ward the all-inclusive undefined oc- 
cupational disease provision. 

THE SCHEDULE METHOD: We 
all start out with the proposition that 
all diseases fairly chargeable to an 
industry should be compensated by 
the industry. We differ, however, in 
the method of coverage, and the dif- 
ference in method means vast differ- 
ence in the rule of liability and the 
burden imposed upon industry. 

A schedule of occupational dis- 
eases named in the law can be and 
should be full and complete and 
should include every known and dis- 
tinguishable disease characteristic of 
industry. Lead poisoning is charac- 
teristic of painting, lead smelting or 
grinding or any other industrial pro- 
involving the use of, contact 
with. or exposure to lead in any 
form. When a worker contracts lead 
poisoning, the industry in which he 
has been employed is responsible, 
and should be obliged to make com- 
pensation for the disability that en- 
sues, and to furnish adequate medi- 
cal treatment to effect a cure. The 
same may be said of illness caused 
by arsenic, mercury, chromium, ben- 
zol, wood alcohol, aniline and very 


cess 


many other metals, acids, alkalies, 
and chemicals of various sorts. 
Similarly diseases from handling 


hides or skins. or from contact with 
animals. such as anthrax and glan- 
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ders, are properly the subject of 
compensation. 

In our New York law we have a 
schedule of diseases contained in 
some 27 separate paragraphs, but the 
number of conditions covered has 
been uncounted and includes literal- 
ly hundreds of diseases, or occupa- 
tional conditions. 

Under such a law, industry knows 
the liability under which it must op- 
erate; it also knows definitely the 
conditions against which it must 
guard! To this extent it is a great 
aid in the preventive treatment of 
diseases. The workman, too, is by 
the law put on his guard against the 
very conditions of disease that may 
be disabling, and he knows what his 
right of compensation is in case of 
disablement. 

Moreover, because it is definite and 
reasonably certain, it is possibly rea- 
sonable to estimate the cost, and in- 
dustry can procure protection by in- 
surance at costs fairly definite and 
within the ability of industry to pay. 

Moreover, by such method a de- 
gree of certainty in the application 
of the law is obtained, which great- 
ly facilitates its administration. Any 
other method, such as the vague, un- 
defined and all-inclusive method, 
will give rise and lead certainly to 
a great volume of litigation, all look- 
ing to court interpretations as to 
what is and what is not an occupa- 
tional disease, necessarily imposing 
delays and raising false hopes in 
many cases. The “schedule plan” by 
its certainty of terms avoids much of 
such litigation, the avoidance of 
which is one of the primary pur- 
poses of compensation statutes. 

This is the sane, the definite, the 
sensible way to charge upon indus- 
try its liability and responsibility for 
occupational diseases. It is also the 
scientific way and the legislatively 
correct way. 

This view has been approved in 
other jurisdictions for we find that 
in England and on the continent, as 
well as in the British dominions, the 
schedule method of covering occu- 
pational diseases has been uniform- 
ly followed. 

THE ALL-INCLUSIVE METHOD: 
There is being advanced in these 
days the idea that an occupational 
disease law to be comprehensive 
should also be vague, uncertain and 
undefined. This idea is expressed in 
many proposed legislative bills in 
such language as “‘any and all occu- 
pational diseases”; or, “occupational 
disease shall be construed to mean 
any disease incident to the employ- 
ment or any process thereof.” 

We may well wonder whether we 
say what we mean, or mean what 
we say, when we use such vague and 
uncertain terms. If certainty can be 
attained, it surely is greatly to be de- 
sired in preference to uncertainty. If 
the legislature, with the advantages 
it has of all the research and study 
of the subject that have been given 
to it by Labor Department technical 
experts, by industrial doctors, by of- 
ficial commissions and by learned so- 
cieties, can define an occupational 
disease, it should do so. How unfair, 
it would seem, to pass the task on to 
the commissioners or referees, who 
in administering the law will be 
obliged to make their own definitions 
in litigated cases coming before them. 
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Not only will they then be lacking 
any kind of legislative standard 
guide them in reaching a proper c 
clusion, but they will be forced 
make rulings when interested p 
ties, perhaps widows and childr. 
are before them seeking relief, \ 
all the natural sympathy that is 
tendant upon such a proceeding. 

Great danger lies in the fact t}, 
such general and vague language \, || 
lend itself to the inclusion of any aid 
every sort of illness and disease «5 
which human flesh is heir. We sur: 
do not think of colds, pneumon 
tuberculosis, pleurisy, kidney diseasc. 
high blood pressure, heart disease. 
apoplexy, appendicitis and cancer 4s 
occupational diseases. Yet wil] 
claims be denied for such conditions. 
when a doctor is produced and gives 
an opinion that they are traceable in 
some way or degree to employment” 
It is not needful that the doctor he 
expert; he may even be interested. to 
the extent at least of collecting from 
an insurance company a large bill 
for medical treatment. The question 
of whether or not the given condi- 
tion of illness arose from or was in- 
cident to the employment is legally a 
question of fact, and commonly from 
decisions on questions of fact there 
is no appeal. 

In the consideration of such a case. 
we must not overlook the fact that 
under many laws, such as the New 
York statute, when the employment 
is established, the disease contract- 
ed, and the disablement shown, the 
presumptions expressed in the law 
make it almost obligatory on the ad- 
ministrative officer to find that the 
claim is allowable. It will be seen, 
therefore, how little protection in- 
dustry will have from unwarranted 
claims for conditions of every day 
life. Sections 21 and 47 of the New 
York compensation law contain lan- 
guage that clearly expresses these le- 
gal presumptions, and the presump- 
tions are expressed either by statute 
or court interpretations elsewhere. 

Let us assume a case. A man dies 
of pneumonia. It is found he work- 
ed in a laundry. The evidence shows 
he was around in and out of a steam 
filled room. He has so worked per- 
haps for years with no ill effects. A 
doctor is brought in, however, who 
says under oath that in his opinion 
work in a steam filled room was the 
proximate or final cause of the death. 

What the man’s personal habits or 
home surroundings were is of no con 
sequence; whether he was an alco- 
holic, whether he has been in the 
habit of roistering about at night. 
whether coming home from a pic- 
ture show in the rain he got his fect 
and clothing wet, whether any of 
hundred causes might have existe. 
we may not know. Even knowing 
them and presenting proof of them. 
they might and often would be di: 
regarded. Thus from circumstances 
surrounding a particular case an‘! 
the natural sympathy aroused by }' 
we find pneumonia being classed «> 
an occupational disease—a disease © 
widespread as the human race an 
one that is not essentially character- 
istic of and peculiar to industry. 

Or let us take another illustratio: : 
an old man becomes almost blind ©: 
senile cataracts, a condition ve!” 
commonly found in elderly people }° 
all walks of life. For years he face 


' 
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indow in the factory where he 
xed. At certain hours of the day 
re was a glare of light in the win- 
vs. A doctor testifies that due to 
light he had eye-strain and in- 
n~mation of the eyes, that while 

; glare might not cause the catar- 

‘-s still in his opinion it hastened 

course of development and re- 

‘ted in the disabling condition of 

. eyes sooner than would other- 

-e have been the case. 

What shall the commissioner or 

feree do then? Deny the claim? 

idly. More likely it is that this 
ndition will be held to be an oc- 
pational disease, under the all in- 
isive indefinite provisions of the 

and thereupon senile cataract 

‘ll become established as one of the 

-eases for which industry must pay. 

Yet deep down in our conscious- 

ess we know that this condition of 

fe. this incident of old age, is not a 
condition for which industry is re- 
: ponsible. 

These illustrations are not exag- 
verated. They have already occurred 
inder such statutes, and as time goes 
on they will become more prevalent. 
Thev could be multiplied many times. 

What then will result? The worker 
“-ho becomes disabled by illness or 
nerchance dies of disease will in 
many cases, become a direct liability 
of the industry by which he was em- 
ployed. This is literally health and 
life insurance for workers at the ex- 
pense of the employer. No such obli- 
sation belongs on industry by reason 
of dangers caused by industry. No 
such obligation should be placed on 
ndustry. 

If industry is to care for and com- 
pensate for all the diseases of life 
affecting industrial workers, what 
shall we say of the unfortunate lot of 
those who fall victim to disease but 
who have no employer to take care 
of them? Should the workers be set 
up as a preferred class, to receive 
large benefits from their employers 
for conditions for which the employ- 
ers are not responsible, while at the 
‘came time, the unfortunates, the 


non-workers, the self-employed and 


the unemployed, are placed at an ev- 
cn greater disadvantage, and the dis- 
parity even more emphasized? It 
nardly seems fair. 

BURDEN OF COST: What of the 
uurden of cost of such all inclusive 
ccupational disease laws? Can in- 
dustry absorb this additional cost in 
tates enacting such laws without 
eing at a serious disadvantage in 
ompetition with industries in states 
iaving no such laws? Can industry 
urvive in the face of such increased 
ost of production? This is a mat- 
‘er that should give us pause. Let 
is not load down industry with re- 
ponsibilities not peculiarly belong- 
ng to it, and which may be beyond 
‘s capacity to assume. 

There is nowhere an accurate or 
omplete experience upon which to 
redict the cost. We have, however, 
ome fragmentary experience to go 
n. In some industries, under an all- 
iclusive occupational disease law, it 
‘as found after a few years that 
lmost 90% of their losses were due 
} disease, while only 10% were due 
’ accidents. If that were a true 
ndex of cost we would find that our 
resent accident cost of 10%, would 
crease nine times. This tremend- 
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ous increase would have to be spread 
by way of premiums over all in- 


dustries, the non-hazardous being 
obliged to take up their share. 
With compensation insurance 


premium rates already at the peak 
point, and with many industries now 
barely able to buy the protection 
the law requires them to have, it is 
not a pleasant picture to contem- 
plate, if this excessive load is to be 
cast on industry’s shoulders. Wheth- 
er industry buys its protection from 
insurance companies or from a state 
fund, or whether it assumes the 
whole obligation under a _ self-in- 
surance plan, the cost of all these 
diseases will have to be met by in- 
dustry. There will be no escape 
from it. 

The only way industry can avoid 
this crushing burden is to see to it, 
insistently so, that the legislatures 
do not enact all-inclusive occupa- 
tional disease laws in broad general 
terms. The only safe and scientific 
way is to insist that where occupa- 
tional diseases are to be included in 
the law, it should be done in the 
definite scientific way by including 
all diseases known to be peculiar to 
the occupations in a schedule or list 
contained within the law itself. It is 
then a perfectly simple matter, as 
new processes develop new types of 
disease, and they can be medically 
and scientifically described and rec- 
ognized, to include them as additions 
to the schedule, as has already been 
done in some states. 

DUST DISEASES: There has 
come to be recognized in the last few 
years a condition of the lungs known 
as silicosis, due to the inhalation 
(over long periods of time) of dust 
containing silica. A similar condi- 
tion known as asbestosis is said to 
occur among workers in asbestos. 

These affections of the lungs be- 
come in long time permanently dis- 
abling, and if they become compli- 
cated with certain other diseases, 
such as tuberculosis they cause 
death. In the earlier stages this con- 
dition is sometimes, though not al- 
ways, recognizable, but it is not to 
any appreciable extent disabling. 
The first appearance of the disease, 
however, is a warning that the indi- 
vidual must change his occupation 
and get out of the dust creating in- 
dustry if he is not to become perma- 
nently disabled or meet early death. 
These ‘dust diseases” are in a class 
by themselves. They call for special 
treatment and for special rules for 
the consideration of such claims. The 
subject is highly technical and pre- 
sents many difficulties. It is gener- 
ally accepted as a fact that there are 
right now thousands of workers in 
inorganic dust whose lungs are to 
some extent affected by silicosis. 
Plainly all of these persons cannot 
be put out of the industries where 
they are employed; neither can in- 
dustry possibly pay the huge sums 
in the aggregate that it would be ne- 
cessary to pay if the law suddenly 
recognized that all of these thou- 
sands of workers should be compen- 
sated in money, not for what there- 
after develops but for the exposure 
already incurred over the years that 
have passed. To attempt to saddle 
such a load on industry would 
swamp it beyond the hope of recov- 
ery. The economic effects of such 
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action would be most disastrous. The 
destruction of industry would mean 
not only that such sufferers would 
get no compensation, but would re- 
sult in greatly increased unemploy- 
ment and untold distress. 

A model law for silicosis must 
contain many detail provisions oth- 
er and different from the provisions 
for occupational diseases generally. 
It must make provision for recogniz- 
ing the various stages of the disease, 
for periodic medical examinations, 
by x-ray and otherwise, to detect 
the earliest beginnings of the disease, 
and the steps to be taken when the 
presence of the disease is recogniz- 
ed. Also provisions must practically 
be made for a gradual assumption of 
the liabilities, so that the already 
accumulated cases are not at one 
time loaded on the industry, creat- 
ing a burden impossible of assump- 
tion. 

Industry does not object to the in- 
clusion of such conditions in the law 
in a practical way. It recognizes the 
obligation to compensate for silico- 
sis and asbestosis. It will take the 
burden so far as it practically may, 
doing justice to the worker and pre- 
serving the industry upon which the 
worker is dependent. 

The foregoing facts will illustrate 
in a brief way the utter necessity for 
sane thinking and practical approach 
to this very complicated and diffi- 
cult problem. If we would do only 
lip-service to labor, we would say 
give us an all-inclusive occupational 
disease law. If we would do a real 
and lasting benefit to labor, we will 
courageously meet a baffling situa- 
tion with a practical remedy, we will 
make difficult the exploitation of la- 
bor by racketeers. and we will by 
enacting a schedule law for occupa- 
tional diseases reach all real situa- 


tions and at the same time permit 
industry to survive. 





Significances and Coincidences 


EVERTHELESS Let There Be 

“A Doctor in the House”—“‘De- 
mocracy favors specialization, but 
will credit the specialist only where 
his views receive and survive open- 
minded, critical inquiry. It will de- 
fer to the physician in treatment of 
cancer, but will demand to share in 
determining public policy concerning 
socialized medicine, for there the 
general judgment may be sounder 
than medical men’s judgment color- 
ed by self-interest.”—Antioch Notes. 

Not Even by Sec. 7A—‘A proper 
relationship between men and man- 
agement cannot be accomplished by 
legislation.’-—Charles R. Hook. 

Test for Miners — The scientific 
name for “miner’s asthma” is pneu- 
monoultramicroscopicsilicovoleanok- 
oniosia. If you can say it, you haven’t 
got it—Arkansas Gazette. From Lit- 
erary Digest, “Topics in Brief.” 

Coincidence—Industrial Medicine 
for February, 1935, apropos of the 
doctors’ attitude toward the many 
lay proposals now being made for 
regulating the practice of medicine, 
had an editorial entitled, “Is There 
a Doctor in the House.” Now comes 
Saturday Evening Post of April 6 
with the first installment of a two- 


part story under the same title, 
minus the quotes. 
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and discussion of the problems 
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develop methods adapted to the 
conservation of health among 
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promote a more general under- 
standing of the purposes and re- 
sults of the medical care of 
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gery for the mutual advance- 
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Proposed Amendments to the 
Constitution and By-Laws 


Constitution: 
Article III, Section 1, line 10: after 
“honorary” insert “and associ- 


ate.’ Section 3, line 1: strike out 
“or associate.” 

Article V, Section 1, line 2: after 
“President” insert ‘“‘President- 
Elect.”” Section 1, line 3: after 
“Secretary-Treasurer” insert 
“one Vice-President shall be 


chosen from the membership east 
of the Mississippi River and one 


from the 


said river.” 


By-Laws: 


Article II, Section 1, line lL: 
strike out “and associ- 


“active” 


membe 


ate.” Section 1, 
“honorary” insert 
ate.”’ 


rship west of 


after 


line 4: after 


“and associ- 
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Tentative 
Program 


Annual Meeting 
American Association of Industri,| 
Physicians and Surgeons 
Philadelphia, Pa. 

June 10 and 11, 1935 


Monday, June 10: 


9:00 A.M.—Business Session = § and 
President’s Address. 


9:30 A.M.—General Round Table 
“Present Status of Phy- 
sical Examination’’—Drs 
Gehrmann, Pearsall, Tay- 
lor and others. 

12 Noon—Lunch. 


1:30 P.M.—‘‘Industrial Vision’’—Dr. 
George Cross. 


2:00 P.M.—‘Industrial Neuroses” 
Dr. Clarence Patton. 


2:30 P.M.—‘Injuries In and About 


Joints’? — Dr. deForrest 
Willard. 

3:00 P.M.—“‘Arthritis’” — Dr. Pem- 
berton. 


3:30 P.M.—General Discussion. 


Monday evening, 8:00 P.M., guests 
of the Philadelphia College of Medi- 
cine, Industrial Division. Program 
arranged by Dr. H. F. Smyth. 


Tuesday, June II: 


At the University of Pennsylvania 
Hospital: 


9:00 A.M.—Dr. Alfred Stengle and 





staff. 

11:00 A.M.—Dr. Charles Frazier and 
staff. 

12:30 P.M.—Lunch. 

2:00 P.M.—‘Occupational Disease’ 
—Dr. Hayhurst. 

2:30 P.M.—Presentation of Cases 
Dr. Fred L. Hartmann. 

3:00 P.M.—‘*The Chest Lesions of 
Industry” — Dr. Pende- 
grass and staff — X-Raj 
Department. 

3:30 P.M.—‘‘Industrial Dermatosis’’ 
—Dr. Fred Wydman. 

4:00 P.M.—General Discussion. 

9:00 P.M.—Demonstration of Appa- 
ratus and Methods fo! 
Netermining Health Haz- 
ards in Industry—Dr. H 
F. Smyth and staff. 

7:30 P.M.—Annual Dinner at Hote! 
Pennsylvania — Speake! 
will be some prominent 
Industrialist. 


HE program for Tuesday, June 
11, at the University of Pennsyl- 
vania Hospital, will be in the natur¢ 
of general clinics, with the presenta- 
tion of cases demonstrating the vari- 
ous subjects. 
This is only a tentative program 
and may be subject to some changes 
Headquarters will be at the Hote! 
Pennsylvania, 39th and Chestnut 
Streets, Philadelphia, Pennsylvania. 
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Patent Applied For 





Forty Square 
Inches of 
Filtering 

Area 











No Rebreathing 
Exhaled Air 


Rebreathing of used air is pre- 
vented by an inhalation valve di- 
rectly in the path of incoming air 
which closes the moment exhala- 
tion starts, insuring exit of ex- 
haled air thru a properly placed 
exhaust valve. Fatigue due to re- 
breathing exhaled air (because of 
its high carbon dioxide content) 
is definitely eliminated; also this 
used air which contains a great 
ieal of moisture cannot go back to 
foul the filter. 


* 
Performance 
No. 300 and No. 400 have U. 8. 
Bureau of Mines Certificates of 
Approval, both having met the 


rigid requirements of schedule 
No. 2] 





INDUSTRIAL MEDICINE 






UNITED STATES 
Bureau of Mines 
Approves Two New 


Willson Bag Respirators 


with Willson Approved Long Life Filters 


Made to pass a series of difficult shop and laboratory tests before their 
perfected models were submitted to the U. S. Bureau of Mines, Nos. 
300 and 400 Willson Bag Respirators were made to order for Industry 
—designed and redesigned to meet its most exacting conditions. It is 
highly gratifying to have them approved by the Bureau of Mines since 
this is, in a sense, a confirmation of Industry’s Approval. 


It is equally gratifying to us as manufacturers of respirators to obtain 
this official stamp of approval since it justifies the claim we make for 
our product. It would lack consistency for us as respirator manufac- 
turers to make a claim for our product and then fail to jump at the 
opportunity to prove it officially. We feel this is especially important 
since a false claim of efficiency by a respirator manufacturer may 
result in loss of health to many of his customers’ employes. 


Economical upkeep is one item not considered in Bureau of Mines 
Schedule No, 21, which is of great importance to Industry. <A differ- 
ence of even a few cents a day per respirator would amount to hundreds 
of dollars monthly in many plants. If you are not familiar with these 
new approved respirators, order samples today to test their exclusive 
features. Write Willson Products, Inc., Reading, Pa., for the name of 
our distributor nearest to you. 
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All Parts 
Easily and 
Economically 
Replaceable 














Low Service Cost 


Willson Approved Long Life Fil- 
ters outlast many times their 
weight—and cost—in ordinary fil- 
ter discs. No need now to cut 
into costly production time to re- 
place filter dises. A blast of 
compressed air played into the 
bag several times weekly keeps 
it effectively clean. 


Low Breathing 
Resistance 


Workers like to wear these res 
pirators. They are light in weight 
(5% ounces) comfortable and easy 
to wear and breathe thru. both 
having large filtering area (40 
square inches). The only differ- 
ence between styles 300 and 400 
is the filter bag shape. 


WILLSON PRODUCTS 








New Practical Book on Fracture Treatment 








Spiers---BRIEF OUTLINE OF MODERN TREATMENT OF FRACTURES 


By Henry Wa po Spiers, M.D., Professor of Orthopedic Surgery, 
College of Medical Evangelists, Los Angeles, California. 


138 pages, 109 illustrations, $2.00. 


There are numerous books which devote more or less space to the 
treatment of fractures, some of them describing with overwhelming 
completeness nearly all the methods which have ever been used for the 
various conditions commonly and rarely encountered. 


With the constantly increasing flood of fracture cases arising from 
automobile and industrial accidents Dr. Spiers felt there was need for a 
small concise inexpensive book which would attempt to do no more 
than to discuss plainly and briefly the essentials of general fracture prob- 
lems and what to do about them. The 109 illustrations are particularly 
helpful. Even the most experienced physicians and surgeons will find it 
gives them a new and clearer grasp of the subject to study this short 


survey of up-to-date methods in treating fractures. 


Cloth, 6x9, 











WILLIAM WOOD & CO. a Divison of the Williams & Wilkins Co.) Baltimore 
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Role of the X-Ray in 


URING* 
pecially 
the depression, 


the past few years, es- 
since the beginning of 
there has been a ten- 


dency toward increase in the num- 
ber of suits for damages by em- 
ployees against employers. This in- 


crease has been found in all forms 
of industrial injury and occupational 
diseases. 

A statement published by the Ohio 
Industrial Commissioner in the Ohio 
Industrial Commission Monitor, Sep- 
tember, 1932, states: “‘Due to the lib- 
eratized interpretation of law laid 
down during the period of the de- 
pression, constant and intensified ef- 
fort on the part of a great many 
claimants and their representatives 
to employ every known avenue for 
reopening of old and all but forgot- 
ten claims, seeking to restore thou- 
sands of one time injured workmen 
to compensation benefits, appeals to 
the courts have grown in astound- 
ing numbers and, without legislative 
remedy, the scope of the drainage up- 
on the available funds is problem- 
atical.”’ 

This condition is not confined to 
Ohio alone but is prevalent through- 
out the entire United States. 

One of the most likely etiological 





*By Paut G. Dick, M.D.; read before Illi- 
nois Medical Association Section of Radiology, 
at Springfield, May 16, 1934, and publihsed in 


Illinois Medical Journal, March, 1935. 
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factors is, first of all, the reduction 
in employment along with the un- 
rest of the populace in general. Many 
of the employees have had employ- 
ment which enabled them to parti- 
cipate in a fair standard of living. 
The great majority of these individ- 
uals did not provide for the rainy 
season and when employment ceas- 
ed, so did the bread and butter. 

People in this state of mind are 
easily influenced by the cohorts of 
shady attorneys. 

They are led into court as the 
sheep to the slaughter. 

These individuals are led to believs 
that they are sick even if they are 
in good health generally. A smooth- 
talking, high pressure attorney will 
promise them damages, far exceed- 
ing the probable amount. The only 
requirement insisted in is that they 
follow the attorney’s instructions. It 
is an easy thing to sell a person a 
scheme or racket of this character, 
and many of these individuals even- 
tually believe that they are entitled 
to damages. If they were not ill to 
begin with, it is almost certain that 


before they have completed the pro- 
cedure to which they are subjected, 
they will at least have a headache. 
The majority of them feel that they 
are suffering the tortures of the 
damned from some disease or injury 
incurred from their occupation; con- 
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sequently the dockets of the coy 


are filled with suits for damage 
curred from industrial injuries a 
occupational disease. 

Probably the greatest number 
cases have developed in occupatio) 
diseases in relation to the chest, p 
ticularly pneumoconiosis with 
several divisions as silicosis, anth) 
cosis, analine dye irritation. etc. 

This particular situation has dri 
en the insurance companies to ca 
cel their industrial insurance on 
number of different kinds of man 
facturing, such as those which j; 
clude grinding, molding and a 
branches of industry that have dus: 
hazards. This phase of the situatic 
has driven the employers to 
oasis whereby they can secure 
form of insurance that will protec: 
them from the ravages of the misdi- 
rected employee. 

It is impossible for the smalle 
manufacturer to assume his own 
liabilities, for the reason that if h 
were to have a suit for damages 
amounting to several thousand dol- 
lars it would probably cause him to 
lose his business, especially in times 
like these. 

A few of the insurance companies 
have decided that they are willing to 
take the risk of placing insurance 
with manufacturing concerns who 
have an occupational hazard, if they 
can be satisfied that the employee is 
not, at the time of issuance of the 
insurance, suffering from one of the 
forms of latent disease or antecedent 
disease that may be aggravated by 
his or her employment. These condi- 
tions have been legislated to be al- 
lowed compensation if it is shown 
that they are excited to activity or 
aggravated to any degree. Therefore 
they demand of the employer an ex- 
amination that will satisfy the medi- 
cal departments that any disease, oc- 
cupational or otherwise, does not ex- 
ist to be aggravated by the present 
occupation. As an instance, any pul- 
monary pathology might be con- 
strued as being caused or aggravat- 
ed by an occupation. It is necessar) 
to rule out all forms of chest path- 
ology. For example: An employes 
having tuberculosis in any _ stage 
should not be permitted to work in a 
position which would have a ten- 
dency to cause irritation of the mu- 
cous membranes. An individual with 
heart. or aortic-changes should be 
guarded against occupational strain. 

There is no better method of ob- 
taining permanent records of norma! 
or pathological conditions of the or- 
gans of the body than the preserved 
x-ray films of any part of the an- 
atomy. A comparison of x-ray exam- 
inations over a given period of de- 
velopment or recession of a disease 
excels any form of physical examin- 
ation. For it can be visualized at its 
various stages and comparisons are 
most exact. These records can be 
preserved over a long period of time 
and can be examined as frequently 
as necessary under the same condi- 
tions by a number of different indi- 
viduals. Physical examinations can 
also be recorded, but it is impossible 
when a difference of opinion exists 
at some later date to actually have 
the patient before you under the 
identical condition to settle the dis- 
pute. Different impressions of the 
physical findings are quite frequent, 


som 





























Showing a G-E x-ray unit as installed in C. M. 
St. P. and P. Railroad's Medical Car “Metz”, 
for periodic x-ray examination of employees. 
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“Re your problem 
of selecting the 





proper equipment 


for 
Periodic X-Ray 


Examinations of 


"| Employees in 


Silicosis Hazards 











_— the x-ray plays an important 
role in the medical and legal aspects 
of both present and future defenses 
against the inroads of silicosis is a defi- 
nitely established fact. 


What constitutes an x-ray equipment’ 


adequate for the purpose?—is the fre- 
quent inquiry. The individual require- 
ments will vary, according to the nature 
and volume of work to be handled, the 
number of employees, location of plants, 
the research intended, etc. 

From the comprehensive line of G-E 
X-ray apparatus may be selected an 
equipment best suited to your particular 





2012 JACKSON BLVD. 


needs, whether they are modest or in 
view of an extensive research program. 
Our forty years’ experience in the design 
and manufacture of electro-medical ap- 
paratus for physicians and hospitals the 
world over is your assurance of reliable 
equipment and an intelligent advisory 
service in its selection. 

Our direct branch offices are located 
in 45 principal cities of the U. S. and 
Canada, through which we are ready 
to place a technical expert in touch 
with your organization, to advise with 
you in determining your individual 


requirements. 


CODE 








Aa» 
GENERAL ELECTRIC 8) X-RAY CORPORATION 


Branches in All Principal Cities CHICAGO, ILLINOIS 








—_ 
























= Eee 





Page 158 


REMOTE 
CONTROL! 


Model No. 25 in- 
terchangeable 
ten switch, hav- 
ing a switch to 
control each 
compartment 
separately. 


NEW and IMPROVED 
GREEN TEST CABINETS 


The Green Test Cabinet needs no 
further recommendation than that it 
has been adopted by the government, 
numerous hospitals, oculists, and op- 
tometrists the world over. 


Railroads and manufacturing plants 
have chosen the Green Cabinet, after 
efficient tests with all other cabinets, 
for testing eyes. 


The model pictured, created espe- 
cially for the oculists and optome- 
trists. is the model No. 25 inter- 
changeable ten switch, having a 
switch to control each compartment 
separately. 

Not only is the Green Cabinet in- 
dispensable to modern practice, but 
it adds a wonderful touch of prestige 
to the office. It is compact, hand- 
somely finished, can be supplied for 
either direct or reverse testing, and 
is shipped ready for use. 

Write for catalogue illustrating all 
cabinets, stands, and mirrors with 
descriptions and prices. 


M. E. Green Mfg. Co. 
6323 Olive Bivd. St. Louis 














Digest of Workmen’s Compen- 

sation Laws in the United States 

and Territories with Citations 
of Decisions 


Thirteenth Edition—Nov. 1, 1933 


An annotated digest of the Work- 
men's Compensation Statutes of 
each State and Territory preceded 
by an introductory analysis of va- 
rious laws. Price $8.00. 

Texts and Digest of the Workmen's 
Compensation Laws 
A separate pamphlet for each 
State and Territory 

Price—$1.00 per copy (additional 

charge for supplements); $35.00 for 


a complete set of 50, when pur- | 
chased at the same time. 


Special Prices in Quantities 


Order from 


ndustiiial 
Ne sia 


844 Rush St., Chicago 

















INDUSTRIAL MEDICINE 


while the x-ray films record only 


| those conditions that exist. A com- 


parison of films has already proved 


' its worth in some of the cases when 


pre - entrance examinations have 
been made and reported by Dr. Bo- 


hart for the Belt Line Railroad. 
| These examinations were of the 
| spine alone. 


An x-ray examination of the chest 


| is the most reliable means of deter- 
' mining the changes of a chronic in- 
| flammatory process such as is found 


in the several divisions of pneumo- 


_ coniosis. This film can be retained as 
a permanent yisible record of the ex- 


isting changes, if any; and if a dis- 
ease develops during the employ- 
ment of an individual who has a re- 
corded normal x-ray it would be a 


_much easier process to establish the 
causative factor and responsibility. 
_ The insurance companies have adopt- 
eda rule requiring this kind of pro- 
' cedure before insurance will be is- 
sued to manufacturers having occu- 


pational hazards. Furthermore ac- 


cording to a report of the American 
_ Railway Association, out of a total of 


1,192 back examinations 798 varia- 
tions and diseases were found that 
were not detected by physical exam- 


' jnations. The insurance companies 


demand that these examinations will 
be made by a reputable radiologist 
of their choice. If these examinations 


are carried out along proper lines 


and the records are properly filed 
and preserved, I am of the opinion 
that the end will be most gratifying 
to industry at large and that insur- 
ance companies will be well repaid 


for their efforts along these lines: al- 


so that the employee will benefit, 


' since deserving employees will not 


be inconvenienced by costly court 
procedures and it will not be neces- 


sary for them to give a great part 


of their compensation to so-called 
ambulance chasers. In fact, it is my 
belief that in a short period of time 
the same procedure will be carried 
out in other fields of the x-ray, es- 
pecially in examination of bones. It 
is thought that all lines of industry 
having occupations hazardous’ to 
bones, will eventually require a com- 
plete x-ray of the bony skeleton be- 
fore accepting an employee and, 
should there be existing previous in- 
jury or some congenital variation of 
bone, a non-contestible record of this 
fact will therefore be available. It is 
an established fact that there is as 
much if not more compensation paid 
for existing congenital deformities, 
hypertrophic bone changes, and oth- 
er existing bone deformities than 
there is for actual traumatic lesions 
or occupational diseases. 

Data gathered from the members 
of the Chicago claim agents of all 
Class A railroads entering Chicago, 
indicate that the number of claims 
from personal injury to employees 
have decreased 76% since 1923. 

This is apparently due to the in- 
tense Safety First Campaign which 
has been carried on by these compan- 
ies. But quoting another paragraph 
from a letter by the secretary of this 
organization, he states: 

“On the other hand, I am of the 
impression, and quite a few of the 
other railroad claim men agree with 
me, that we have had in the past few 
years of the ‘depression’ more litiga- 
tion involving questionable cases or 
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cases entirely without merit than 
any time during the last decade. |- 
other words, there has been an j; 
crease in cases where the disabili: 
was not due to trauma or had no cor.- 
nection with trauma, although 
some of these cases it would be hard 
to prove the line of demarcation bs 
tween trauma and disability from 
disease. In these days of ‘hard times’ 
employees suffering disability usu- 
ally try to figure out some way that 
the disability can be linked up with 
an accident. We have had a host of 
cases wherein hernias are just being 
discovered and the person afflicted 
claims it is due to a strain or over- 
lifting or something of that sort at 
some time in the recent past, al- 
though no report was made of the al- 
leged ‘accident’ at the time it actu- 
ally occurred.” 

At the present time it is hard to 
convince an employer to spend a sum 
possibly aggregating twenty-five dol- 
lars for each employee as an en- 
trance examination since this amount 
would appear entirely prohibitive to 
him. However, if insurance compan- 
ies refuse to insure the employees 
and the employer has a few large 
damage suits fastened on him, it will 
be a much simpler task to convince 
him of the economic advantage of a 
thorough entrance examination. 

I have been fortunate during this 
time of financial distress in having 
some of the insurance companies 
refer cases to me for chest examina- 
tions for existing pneumoconiosis. It 
was especially interesting to see the 
amount of existing pathology that 
was found in the chests of unsuspect- 
ing individuals. The pathological 
changes in the majority of these 
cases could easily be made a basis 
of law procedures although few, if 
any of them were actually due to oc- 
cupation. However, if damage suits 
were entered, they would be very 
difficult to defend. 

In one series of cases—an industry 
manufacturing stoves, in which there 
are many occupations considered 
very hazardous for the several forms 
of pneumoconiosis—three of the em- 
ployees had a suspicious pneumocon- 
iosis; or only 3% had any suspicious 
x-ray findings of this disease. 

On the other hand, many of the 
chests presented evidence of path- 
ology all of which were probably 
contracted from other sources than 
their occupation. It is possible that 
the great majority of these diseases 
existed prior to employment unless 
the firm happened to be one of very 
long standing and the employees had 
been with them for a long period of 
time. 

Other evidences of pathology 
found as follows: 


tuberculosis _.................... 3 
Gun shot wounds ............ 1 
Pleurisy (chronic) .......... ) 
Hearts (enlarged) ........... 1 
(mitral disease) ............ 2 
pS oceania 6 
Calcified glands ................ 4 
Pneumoconiosis 


(early first degree)......3 

Assuming that in the majority ol 
industries this is the average of in- 
dividuals who have some of the be- 
fore mentioned conditions existing. 
it will be readily seen that if they 
were influenced to sue their employ- 
ers for occupational injuries or dis- 
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ease, the cost of defending the cases 
alone would so far exceed the orig- 
inal cost of examination that there 
would be no comparison. One ad- 
verse decision in the courts would in- 
crease this percentage many times. 
Aside from the fact that the em- 
ployer can be protected from the 
ravages of the unscrupulous lawyer 
by this form of examination, it also 
enables the conscientious employer 
to place his employees in positions 
which are not hazardous to their con- 
stitutions, and which enable them to 
guard their health better and to con- 
tinue as wage earners for a longer 


time. If an individual with some ex-. 


isting pulmonary pathology, contract- 
ed from some source other than his 
occupation, should continue in a po- 
sition where there is a dust hazard, 
his condition would in all probabil- 
ity be aggravated; if he were given 
some less hazardous work with a 
better chance for his recovery much 
could be accomplished both for the 
employee and the employer. 

_It seems to me that we as physi- 
Clans and radiologists are doing our 
part in promoting this phase of our 
profession, which certainly cannot be 
construed as anything but beneficial 
to the public at large, in both an 
economic and hygienic way. It is a 
field which I believe will expand, in 
that all industries that now require 
physical examination will eventually 
require some kind of an x-ray ex- 
amination in connection with the 
physical to obtain a permanent rec- 
ord of the employee’s state of health 
it the time of entering employment. 
This would not only protect the em- 
ployer but it would he far reaching 
‘nN its effect on the employee. It 
vould enable those responsible to 
lace an employee in an occupation 
'n which he would be shielded from 
‘azards, which would not tend to ag- 





gravate an existing disease or to de- 
velop some other condition from oc- 
cupation which might be predispos- 
ed by an existing variation from the 
normal. 

There is no doubt that a certain 
proportion of the individuals who 
are employed at the present time 
would be, under conditions as I have 
outlined, cast aside. For this reason 
a program outlined for employment 
according to the individual’s physi- 
cal ability to carry on under the pro- 
per hygienic measures would be 
frowned upon by a certain group. I 
believe, however, that eventually 
these conditions would have a ten- 
dency to correct themselves and em- 
ployment in the proper walks of life 
would be available for all. 

SUMMARY: Owing to the changes 
in the industrial world which have 
placed a different conception on phy- 
sical examination of employed indi- 
viduals, and following in line with 
the trend for better hygienic sur- 
roundings for the employed along 
with a tendency to eliminate racke- 
teering in regard to the physical 
hazards of the employed, a responsi- 
bility is placed on us, as physicians 
and radiologists, to promote a pro- 
gram that will eventually lower in- 
surance rates for the employer; take 
away fees from unscrupulous law- 
yers, and produce more revenue for 
the radiologist. 

DISCUSSION: Dr. T. D. Cantrell, 
Bloornington: I have nothing but 
commendation for the paper. The 
valuable permanent records would 
no doubt forstall many suits and be 
of benefit to both the employer and 
the employee. The examination 
must be complete and thorough so as 
to show any former injuries and any 
anatomical irregularities that render 
the laborer especially liable to dis- 
ability due to usual strains. 
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I wish to call especial attention to 
the fifth lumbar vertebra. We some- 
times find the lateral processes at- 
tached to the bones of the pelvis in 
such a manner as to immobilize the 
sacrovertebral joint. If such attach- 
ment becomes loosened so as to put 
a strain on the unused joint, pain on 
standing, walking or any labor will 
persist for at least five years or un- 
til a new joint is established. 

I have also noticed neglected frac- 
tures of the body of the fifth lumbar 
vertebra with only ligamental or fi- 
brous union which seems to carry 
the body weight on the ordinary 
work of life, as on a farm, but will 
not support the body in the erect po- 
sition indefinitely. I found some in 
military service that could not with- 
stand the hardship of drill and on x- 
ray examination were discharged 
from the service after months of 
punishment for malingering. These 
conditions cannot be diagnosed ex- 
cept by careful x-ray examinations. 
I have no doubt but such perma- 
nent records would lessen the num- 
ber of suits for disability. 

In my many years of experience 
on the Medicolegal Committee of 
Illinois State Medical Society I 
found we had little trouble with our 
patients. Our principal trouble was 
with unscrupulous attorneys, and I 
anticipate such is the case with in- 
dustrial suits. I personally believe 
our worst is not to come but we are 
on the dawning of a new era. I note 
with great pleasure that many dis- 
reputable attorneys are being dis- 
barred for dishonorable conduct, and 
we have reason to hope that the le- 
gal profession will soon be raised to 
a much higher plane. But we must 
remember such disreputable attor- 
neys can make little progress with- 
out the assistance of our profession 
as expert witnesses, so let us have a 
care with our criticism lest it react 
on our ancient and honorable pro- 
fession. We still have a few ambu- 
lance chasers. 

Dr. George M. Landau, Chicago: I 
also had the pleasure of reading Dr. 
Dick’s paper and I can only add to 
what Dr. Cantrell has said, my com- 
mendation for that paper. It is quite 
complete and precludes any discus- 
sion. 

Dr. Dick has explained in detail 
the situation confronting the Radi- 
ologist in industrial hygiene. 

In 1929, long before the era of sili- 
cosis, one of our railroads had the 
misfortune of hiring an individual 
who on his first day of duty claimed 
he was knocked down by a locomo- 
tive sustaining an injury to his shoul- 
der. Roentgen examination revealed 
a well advanced sarcoma. At trial 
the jury awarded the claimant a 
large verdict, holding that the sup- 
posed injury sustained was the cause 
of this disease. Thereupon the com- 
pany had installed in their employ- 
ment office a complete x-ray unit 
and rayed all employees and those 
seeking employment as_ follows: 
chest, spine and pelvis. It has stood 
them in good stead then as well as 
now, for I have learned not so long 
ago that to date at least no claims 
have been made against them on the 
basis of silicosis and claims on in- 
juries have been reduced where the 
injury sustained has been made a 
claim for aggravating pre-existing 
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bone pathology or changes such as 
arthritis, scoliosis, etc. 

I find among our industrialists a 
prevailing fear that the Roentgen 
examination of their employees’ 
chests will lead the employee to as- 
sume that they, the company, are 
suspicious of an existing disease, and 
that their employees will of their 
own volition seek medical advice 
elsewhere which may form the ba- 
sis of a suit on actual, imaginary or 
trumped up pathology. We are all 
aware of the unscrupulous lawyers 
and the tender-hearted juries award- 
ing in such cases fabulous awards. I 
believe the time has come however 
when the fear and the possibilities 
of suit will have to be overcome on 
the part of the employer if, as Dr. 
Dick explains, insurance companies 
will not underwrite them where the 
hazard is great unless they can be 
assured that by physical and Roent- 
gen examination those having or 
suspected of having any pulmonary 
disease have been eliminated. 

In the State of Illinois today there 
are pending suits which if rendered 
in favor of the claimants will bank- 
rupt several insurance companies. It 
matters not judging from a few of 
the verdicts rendered whether the 
disease be tuberculosis or bronchial 
asthma, if it be termed silicosis the 
jury renders a verdict in favor of the 
employee despite the sworn testi- 
mony of known reputable clinicians 
or radiologists. 

Without question the radiologist’s 
role in determining the question of 
the presence or absence of silicosis or 
the allied dust diseases is the para- 
mount one. 

Dr. Philip H. Kreuscher, Chicago: 
I am very happy to come before you 
this afternoon since I have watched 
the development of your section in 
the Illinois State Medical Society for 
a considerable time. I realize more 
than ever before that there is no sec- 
tion which deserves larger quarters 
with better ventilation than this one. 
There is increasing interest in trau- 


matic surgery, and*when I say trau- 
matic surgery, I must include radiol- 
ogy since these two are so closely re- 
lated that they cannot be separated. 
You have had before you today prob- 
lems which should have been heard 
by a very much larger audience. 

In the industrial world the subject 
of silicosis, which you have just been 
discussing, has taken a very promi- 
nent place. In Illinois this condition 
up to the present time has not been 
compensable, but I believe that the 
time has come when we as physi- 
cians should have a very much bet- 
ter understanding of this particular 
subject. I doubt whether there is one 
doctor in a hundred who could by 
physical examination or even by x- 
ray examination at the time when 
the patient is actually suffering make 
a diagnosis of silicosis. Because of 
this lack of understanding on the 
part of the physicians and surgeons 
many decisions are handed down in 
the courts which may not be entirely 
in line with the opinion of those who 
have given this subject extensive 
study. It is my understanding that 
one insurance company in this state 
has suits in connection with silico- 
sis amounting to almost $500,000. 
One informant has told me that there 
are pending in the United States 
suits aggregating $2,000,000 on the 
subject of silicosis alone. 

Discussions such as these and the 
ultimate publication of these papers 
and discussions and the dissemina- 
tion of this knowledge to the doctors 
throughout the state is the one thing 
which will make meetings of this 
kind worth while. I hope that you 
will continue the study of this and 
other conditions in your Section on 
Radiology. I think you are doing a 
great work and wish you every de- 
served success. 

Dr. C. O. Sappington, Chicago: Dr. 
Dick has given you a very excellent 
paper On an important subject, which 
will be of increasing importance in 
the near future. 

I want to comment very briefly on 
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this subject from the point of viow 
of the specialist in industrial me \j- 
cine and occupational diseases and 
try to “reach hands across the se,” 
so to speak, between those of us in 
that field and those of you who sre 
in radiology. 

It has been my unusually good 
fortune in the past 12 years to 
have viewed more than 50,000 chest 
plates and films with competent ra- 
diologists, from Boston to San Fran- 
cisco, in a sincere attempt to dis- 
criminate between non-industrial 
disease and industrial disease. 

Within the past few years, since 
we have had this so-called silicosis 
racket, I have seen a considerable 
number of films of the chests of men 
of more than 40 years of age who 
were subjected to dust exposure, and 
I have had the opportunity to com- 
pare those with the chest films of 
men also over 40 years of age who 
had had no similar exposure. The 
conclusion that has been reached out 
of that experience is this: Where the 
dusts were not appreciably siliceous 
in content and not productive of sili- 
cosis, it was impossible to distin- 
guish between the increase in the 
markings in those two types of x-ray 
films, e.g., those who had a mixed 
type of dust exposure and did not 
have silicosis, and those who had no 
dust exposure whatever. 

That brings me up to an important 
point and the information that in- 
surance companies are requiring, and 
that is an estimate of the severity 
of dust exposure in the working en- 
vironment. Briefly, this estimate 
should consist of a physical survey of 
plant conditions, with an occupa- 
tion analysis of men involved, so you 
know what you are doing on that 
end of it. 

This should be coupled with phv- 
sical and chemical determinations 
with reference to the concentration 
of the dust, the particle size distri- 
bution, percentage of quartz con- 
tained in the dust. and also the ex- 
posure of the employees in terms of 
years. 

When you relate all these data 2nd 
correlate them with. the clinical in- 
formation and, above all. with the 
radiological findings which are very 
important, then you have a basis for 
the estimation of the hazard, which 
the insurance companies are going 
to find extremely valuable in ade- 
quate underwriting. Previously there 
has been no intelligent underwriting 
of occupational disease risks for the 
simple reason that they have done 
it by mere inspection. You and I cal 
go out and tell whether a guard cov 
ers a wheel or not, and so can an in- 
surance inspector. We cannot go in 
to a plant and look at the air and say 
whether there is any lead or chrom: 
ium vapor in it, or how much, no! 
can we say by looking at a cloud 0' 
dust whether it is dangerous or no! 
Consequently, these procedures ar‘ 
very important. I make a plea, there- 
fore, that you associate these find- 
ings with your radiological data. 

I wish I could share the view 0! 
Dr. Cantrell concerning the futur« 
of these court cases. I am naturally 
optimistic, but I think I have hac 
enough experience in court cases to 
believe that the system is wrong. As 
long as you have jury trials, gentle- 
men, you are going to have thes¢ 
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di iculties because you cannot teach 
» ury. Even though you could get 
en ugh people who knew something 
ab ut occupational disease scientifi- 
ca y (there being good reasons why 
vo) cannot) you would have great 
di ieulty in convincing the jury that 
, nan did not have an occupational 
di-ease, no matter what your array 
» defense might be. 
' am very much interested in the 
tement made by our president re- 
rding the total number of alleged 
‘cosis Claims now pending. I made 
estimate of the claims over the 
entire country about a year ago. It 
was about $35,000,000 at that time, 
from the best I could find out about 
* Today it is over $100,000,000, 
owing that there has been approxi- 
ately 200% increase in one year. 
Ve must get together. That is exact- 
. why I am making this talk to you. 
will heartily cooperate in every 
way that I can in my line of work. 


— wae » 


— 





Current Publications 











MERICAN Public Health Asso- 
ciation Year Book, 1934-35 (is- 
sued as a supplement to American 
Journal of Public Health, Vol. 25, 
No. 2, February, 1935) contains a 
number of reports of special interest 
to industrial physicians and surgeons. 
These are mostly committee reports, 
Industrial Hygiene Section, A. P. H. 
presented at the Sixty-third An- 
nual Meeting in Pasadena, California, 
last September. Among them are: 
Industrial Anthrax. Prepared by 
Dr. Henry F. Smyth (chairman) and 
Dr. Volney S. Cheney, this report, in 
See. 1, gives anthrax statistics for 
the U. S. for the 1929-1933 period, 
with tables of cases and deaths in 39 
tates, and cases as to sources of in- 
fection and treatment methods; and, 
in See. II, a review of 77 papers from 
current literature, under the head- 
ngs “Source of Origin of Cases of 


Anthrax,” “Anthrax Incidence in 
Europe,” “Diagnostic Methods,” 
“Types of Infection,’ “Treatment,” 


9 


“Prevention,” “Culture Studies,” and 

summary of important conclusions. 
The references to the 77 papers are 
annotated. 

Lead Poisoning Statistics for 1933. 
frederick L. Hoffman, LL.D., Con- 
ulting Statistician, of Philadelphia, 
’a., and a member of the Committee 
resented an exhaustive study which 

as accepted as the report of the 
‘‘ommittee on Lead Poisoning. 

Standard Practices in the Compen- 
sation of Occupational Diseases. 
‘hanges in the laws of the United 
tates, bill and investigations and 

ends in various states, and changes 

1 foreign laws are summarized by 
ie Committee, of which Dr. Henry 
'. Kessler is Chairman. 

Ventilation and Atmospheric Pol- 
‘ution. Dr. Emery R. Hayhurst 
Chairman), Prof. Philip Drinker, Dr. 
eonard Greenburg, Dr. William J. 
‘cConnell and Dr. Carey P. McCord 

e the members of this Committee. 
Neir report is a summary of 62 

iestions and their answers, with the 

‘Swers and comments grouped in 

e divisions. 

Volatile Solvents. Here Dr. Henry 

Smyth (Chairman), Dr. Alice Ham- 


_ three articles are abstracted; 
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ilton, Dr. George H. Gehrmann, and 
Dr. William P. Yant review the lit- 
erature of 1932 and 1933 and offer 
comment of their own. Alcohol and 
esters, aniline and its derivatives, pe- 
troleum products, benzol and its 
homologues, carbon bisulphide, 
chlorinated hydrocarbons, ethylene 
oxide, formaldehyde, furfurol, nitro- 
benzene, and dinitrotoluol and tolui- 
dine are the subjects of the general 
subdivisions of the report, -with para- 
graphs on volatile solvents and spray 
coating, and a supplement on ben- 
zol, by Dr. Yant. 


OURNAL of Industrial Hygiene, 

for March, 1935, has four interest- 
ing feature articles and a 30-page 
abstract section. 

The first of the features, “The Dust 
Filtering Efficiency of the Human 
Nose and Its Significance in the 
Causation of Silicosis,” by Gunther 
Lehmann (from the Department of 
Physiology, Kaiser-Wilhelm Institute 
for Industrial Physiology, Dortmund) 
ends with the especially interesting 
suggestion “that the dust retaining 
capacity of the nose be used as an in- 
dex of the individual’s qualification 
for working in a silicosis producing 
atmosphere.” 

The second feature is “The Deter- 
mination of Benzene in Air,” by War- 
ren A. Cook, from the Connecticut 
State Department of Health, and Jo- 
seph B. Ficklen, Travelers Insurance 
Company. 

The third is “The Treatment of the 
Common Cold,” by Harold S. Diehl. 
from the Students’ Health Service, 
University of Minnesota. 

The fourth is “Determination of 
the Comfort Zone for School Chil- 
dren,” by Ruth C. Partridge and D. L. 
MacLean, from the Department of 
Physiological Hygiene, School of Hy- 
giene, University of Toronto. 

The Abstract Section covers 101 
articles, mostly of foreign origin. Un- 
der the heading “General,” four ar- 
ticles are abstracted; under “Sys- 
temic Occupational Diseases: Occur- 
rence, Treatment and Prevention,” 
under 
“Poisonous Hazards and Their Ef- 
fects: Gases, Chemicals, etc.,”’ the sub- 
ject matter of 27 articles is set forth; 
the heading “Dust, Smoke, Fumes, 
and Vapors: Their Determination 
and Elimination,” has three; “Occupa- 
tional Affections of the Skin and Spe- 
cial Senses,’ covers eight articles; 
“Hazards of Compressed Air, Dimin- 
ished Pressure, Operation and Use of 
Electricity and Welding,’ has four 
abstracts; “Gas Masks, Respirators 
and Protective Equipment,” contains 
three abstracts; “Industrial Physiol- 
ogy: Nutrition, Metabolism, Fatigue, 
etc.” covers six; “Ventilating and Air 
Conditioning,” eight; and “Industrial 
Environmental Conditions,” three. 


Books 


The Treatment of Injuries of the 
Head and Spine. By Jewett V. Reed, 
M.D., Assistant Professor of Surgery. 
Indiana University of Medicine. 96 
pp. 39 illustrations. 6%4x10 Paper. 
C. E. Pauley & Co., Inc., Indianapo- 
lis, Ind. $1.00. 


R. PEED’S object is “to set forth 
in the shortest and _ simplest 
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ATTORNEYS’ 
TEXT BOOK 


OF 


MEDICINE 


by 
Roscoe N. Gray. M.D. 


Surgical Director 


Aetna Life Insurance Company 


Doctor Grav’s work brings him into. daily 
contact with hundreds of physicians and sur- 


geons. He is the focal point for a nation-wide 
medical experience—abreast of new develop- 
ments in many specialties. The enormous 
amount of scientific data gathered from re- 


search in this wide experience is the basis for 
his useful new book, the Attorneys’ Textbook 
of Medicine. It deals with the field of medi- 
cine in which compensation and liability claims 
most frequently arise; is of utmost practical 
value to Doctors and Lawyers; is so written 
that Lawyers may understand Doctors, while, 
at the same time it is of utmost practical serv- 
ice to Doctors in diagnosis and treatment. The 


text is supported throughout by recognized au- 
thorities whose works are cited. It presents 
medicine through the eyes of the Insurance 
Carrier, a most important viewpoint, both for 
the protection of the patient and the protec- 
tion of society. It aids the Doctor to qualify 
in the service of insurance carriers on com- 
pensation and liability claims. 

The usual medical text is of little value in 
meeting the modern medicolegal problems dis- 
cussed by Doctor Gray, Silicosis, Buerger’s 
Disease, Chromium Poisoning, the comparative 
values of permanent disabilities, etc., ete. A 
condensed table of contents follows: 

Accidents Pannus 

OCCUPATIONAL —- Baresi: Tabes 

POISONS Trachoma 
Anthracosis Trichomonas 
Asbestosis Tuberculosis 


Baker’s Itch 
Benzol Poisoning 
Carbon Monoxide 


NON-INFECTIOUS 


Poisonin Buerger’s Disease 
Carbon Tetrachloride Compressed Air Disease 
Poisoning Fractures: Types and 
Chromium Poisoning terms 
Lead Poisoning Hernia 
Manganese Poisoning Hodgkin's Disease 
Mercury Poisoning Hydrocele 
Methy! Bromide Pterygium 
Poisoning Radium 
Silicosis X-ray = 
Sulphur Dioxide Radiodermatitis 
Poisoning Sarcoma 
Tumor 
INFECTIONS Varicocele 
Varicose Veins 
Bacteriology 
Infection ADMINISTRATIVE 
Anthrax 
Arthritis Consultations 
Rheumatic Fever Estimates 
Arthritis-Rheumatism Measurements of 
Glossary of Terms Motion 
Heart Disease Measurement of 
Osteochondritis Strength 


Deformans 
Osteomyelitis 


Permanent Disabilities 
Comparative Values 


FREE EXAMINATION—We in- 
vite you to send for this book on 
5 days’ free examination in your 
own office. Do this witnout obli- 
gation, and test its value in help- 
ing you determine what is wrong, 
in helping you direct the correct 
treatment, and in helping you es- 
timate the probable temporary or 
permanent disability. (Price if re- 
tained $12.) 
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PENSIONS 


It 
MODERN INDUSTRY 


The Legal, Actuarial and Economic 
Principles of the Problem of 
the Aged Employee 
By A. D. CLOUD 


66 BOOK of principles — developed by 
A paimstaking analysis of the theories 
and opinions which have been the 

rule and their widely varied applications which 
have been the practice in this interesting, im- 
portant and timely subject. The author has ap- 
plied his ‘persistent and indefatigable why’ to 
every phase and feature of the industrial pen- 
sion problem and its sound solution. The re- 
sults clearly set forth, capably and readably 
written, are more than interesting. Indeed, in 
certain respects—such as where the emotional 
generosity which supplies the pension motives is 
shown to be permeated with an_ intellectual 
subtlety that subverts the pension consequences 
—they are almost startling. * * * Under a keen 
probing that refuses to stop short of the ulti- 
mate disclosure, the ‘gift and gratuity’ solecism 
is exposed and the contractual eventuality of the 
pension offer made and accepted is explained— 
in terms of the law of the matter; the confu- 
sion—intended or accidental—between the bonus 
to those who can continue at work and the pen- 
sion to those who cannot is reduced to an 
‘order of reason,” and the pension is discovered 
to be the reward of the continuity of service 
that ends in the ‘area of pension reasonableness’ 
—in terms of the economics of the matter; and 
the all-important ‘cost’ is definitely co-ordinated 
with certain elements of employee-expense and 
reduced to the simple basis of quantity funding 
per-employee-per-year—in terms of the mathe- 
matics of the matter. * * * This book will 
prove instructive to every student of the sub- 
ject. It will be indispensable to every employer 
who has a pension system now, or is planning 


one, or in whose establishment the pension 
problem has any possibility of becoming a fu- 
ture issue.”’ 


Price $4.00 
503 Pages—Cloth 


CONTENTS 
Chapter Pages 
1. Industry's Negative Product........... 1- 13 
It. The Industrial Pension Prob- 
lem . 14- 21 


Ill. What an Industrial Pension ‘Is... 22- 28 
IV. What an Industrial Pension Sys- 


tem Is .... 29. 32 

V. The Characteristics. “of ‘Industrial 
Pension Systems .... . 33- 40 

Vl. The Adoption of a Pension “Sys- 
PRT eee ne Ren Cre 4l- 51 
VII. Industrial Pension “Plans a 
VIII. Industrial Pension Practice............129-157 

IX. The Point of View of the Em- 
ployer ........ Fue iscloiienyepdeniaanl en 


X. Pension Experience ‘sdiiaileteiiincmpiedl 173-185 
XI. The Point of View of the Em- 

plovees...... salabaeoen secve-ceeee 186-204 

XII. Pension Theories saeeaieetl ..205-223 


XIII. The Relation of the Pension Plan 
to the Terms of Employment........224-237 
XIV. The Relation of “Donor and 
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XV. The Allowance Relation... sccccccsssee DOOR OO 
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XX. Selective Influences .... 338-356 


XXI. The Quantity of Superannuation 357-390 
XXII. The Funding of Pension § Sys- 
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XXIII. Pensions as Deferred Pay ; 414451 
XXIV. The Economic Simplicity of In- 
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manner the methods and procedures 
of treatment of injuries to the brain 
and spinal cord.” He says: “these 
methods have been evolved and em- 
ployed by the masters in this field 
of work; I simply describe my own 
way of employing these methods and 
principles as found most efficient in 
my own experience.” 

In this monograph Dr. Reed has 
accomplished his purpose. His han- 
dling of the subject begins with the 
injury, setting forth in a most read- 
able way just what may be expect- 
ed of the surgeon who reaches the 
case before the patient has been 
moved. In this respect the work is 
of special value to the physicians and 
surgeons who administer the imme- 
diate treatment to patients with in- 
juries to the head and spine. But it 
is none the less complete and valu- 
able in all respects of subsequent 
treatment. The book is outstanding 
in its susceptibility to use by those 
doing industrial and traumatic sur- 
gery. 


What You Should Know About 
Heart Disease. By Harold E. B. Par- 
dee, M.D., Assistant Professor of 
Clinical Medicine, Cornell University 
Medical School; Associate Attending 
Physician, New York Hospital, etc., 
2nd Edition, thoroughly revised, pub- 
lished 1935. Small 12 mo, 127 pp., il- 
lustrated. Lea & Febiger, Washing- 
ton Square, Philadelphia, Pa. Cloth. 
$1.50, net. 


NE result of the activities of the 

numerous Heart Associations 
which have been formed throughout 
the United States in the last 10 years 
is that “many people have come to 
ask: “What is this heart disease about 
which we hear so much?” An im- 
portant purpose of this book is to 
enable the ordinary person — who 
finds it difficult to learn about heart 
disease, since the facts are usually 
not written in terms which one with- 
out medical training can understand 
—to know the answer, to compre- 
hend what is meant by “heart dis- 
ease’”’ and how it may lead to sick- 
ness. And another purpose is to en- 
able a patient who has heart disease 
to understand thoroughly his own 
condition, since “the better he is able 
to do this, the better will he be able 
to aid in his own cure by cooperat- 
ing with the physician who is trying 
to correct the unpleasant results of 
the condition. The patient wants a 
clearer conception of the importance 
or unimportance of such ominous 
sounding terms as ‘murmur,’ ‘leak- 
ing valve’ or ‘enlargement’; he wants 
to know what is harmful for him to 
do and he seeks instructions suffi- 
ciently detailed so that he may not 
fail to grasp anything of vital im- 
portance.” Both purposes are accom- 
plished; this book tells the patient 
just what his physician wants him to 
do and enables him to assimilate its 
sound directions at his leisure. Its 
tone is optimistic, its advice is au- 
thoritative, and its purpose is help- 
ful. “For these reasons physicians 
prescribe this work for their patients 
as a means of avoiding the danger of 
adding cardiac neuroses to an exist- 
ing organic disease. It is concise, 
but surprisingly complete. It will 
simplify the doctor’s task and clarify 
his instructions.” 
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OOK NOTICES in J.A.MLA, fo, 

April 6, 1935, describes “he 
Pneumonokoinoses (Silicosis )—Bj})|j- 
ography and Laws,” as follows: 


The Pneumonokonioses (Silicosis): 
Bibliography and Laws. By George 
G. Davis, M.D., Associate Clinica] 
Professor of Surgery, Rush Medica] 
College, University of Chicago, El, 
M. Salmonsen, Medical Reference. 
Librarian, The John Crerar Library, 
Chicago, and Joseph L. Earlywine. 
Attorney at Law, Chicago. With a 
foreward by E. R. Le Count, M.D. 
Professor and Chairman, Department 
of Pathology, Rush Medical College, 
University of Chicago. 


GRICOLA in 1556 referred to 

dusts in his ‘De remetallica’; like- 
wise, late in December, 1933, Sap- 
pington commented on the problems 
dust in relation to disease. In the in- 
tervening 377 years at least 2,766 
other publications were made, related 
directly or indirectly to the influence 
of dusts on living organisms. The 
citation of these hundreds of publica- 
tions with many types of cross refer- 
ences, together with a large section 
devoted to compensation laws, make 
up the contents of this large publica- 
tion. By its authors it is described 
as ‘a reference book designed for the 
permanent convenience of physicians, 
surgeons, lawyers, industrial execu- 
tives, librarians, journalists, engi- 
neers, trade association officials, stu- 
dents and research workers.’ The 
amount of labor expended manifestly 
was enormous—perhaps out of pro- 
portion to the extent to which the 
book will be applied. For the indus- 
trial hygienist, whether physician, en- 
gineer or other public health worker, 
the book provides both a historical 
background and the most recent con- 
cepts as to the significance of the vari- 
ous types of dusts in human economy. 
For attorneys connected with the ad- 
judication of claims for dusty lung 
diseases, it will furnish data on al- 
most any conceivable aspect of such 
disorders. Librarians will be saved 
many hours of compilation work 
through the presence of the book on 
their shelves. For the average practi- 
tioner who does not delve into medical 
history and who may not be con- 
cerned with dusty lung diseases, it 
holds no promise of great usefulness. 
A thorough reading of the book alone 
will in no wise equip a _ physician 
either to recognize or to control sili- 
cosis or any other form of pneumo- 
coniosis. The volume is what it pur- 
ports to be—a pure bibliography, with 
citations of compensation laws. At the 
outset it gets off to a bad start through 
the language of its title. Although 
Silicosis is the chief form of pneumo- 
coniosis, it is improper to imply, as 
the title does, that silicosis’ is ‘the 
pneumonokonioses’ or vice. versa. 
Such ambiguities naturally are the 
outgrowth of the compilation of high- 
ly technical materials jointly by 2 
professor of surgery, a medical l'- 
brarian and an attorney at law.” 
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North Carolina Industrial Safety 


N connection with the Sixth An- 
nual State-wide Industrial Safety 
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ference which will be held at the 
, shington Duke Hotel, Durham, 
c.. Thursday and Friday, May 9 

10, the program has been ar- 
ranged so as to stress occupational 
diseases and their prevention, and the 
care of minor injuries to prevent in- 
fections. 

Dr. R. R. Sayers, Medical Officer in 
-harge of Industrial Hygiene and San- 
‘sation, United States Public Health 
Service, Washington, D. C., will talk 

“Occupational Diseases Caused by 
Chemicals.” 

Dr. William J. McConnell, director, 
Industrial Health Section; Assistant 
Medical Director, Metropolitan Life 
Insurance Company, New York City, 
N. Y., will talk on “Measures of Dust 
Control.” 

Dr. R. M. Little, director, Rehabili- 
tation Division, New York State Edu- 
cation Department, Albany, N. Y., will 
talk on “Rehabilitation and the Cura- 
tive Workshop.” 

G. C. Bateman, Secretary, Ontario 
Mining Association, Toronto, Cana- 
da, will talk on “Dust Diseases From 
the Operators’ Standpoint.” 

Dr. G. H. Gehrmann, Medical Di- 
rector, E. I. Du Pont de Nemours & 
Company, will talk on “Occupational 
Diseases Affecting the Textile Indus- 
try.” 

Dr. L. D. Bristol, Health Director, 
American Telephone & Telegraph 
Company, New York City, will talk 
on “Industrial Nurses’”—Their Value 
to the Safety Movement.” 


So wee 





Massachusetts Conference 


6 ie Massachusetts Safety Confer- 
ence, to be held May 6 and 7, 
1935, at Hotel Statler, Boston, has 
the following program for its Sec- 
tion on Occupational Diseases: 

May 6, 2 o’clock, P.M. 

Chairman: Manfred Bowditch, Di- 
rector, Massachusetts Division of Oc- 
cupational Hygiene: 

I. The State Division of Occupa- 

tional Hygiene. 
Introductory remarks by the 
Chairman. 


The Chemical Work of the Di-: 


vision, Hervey B. Elkins, 
Chemist, Massachusetts Divi- 
sion of Occupational Hygiene. 
The Engineering Work of the 
Division, Wm. Howard Lehm- 


berg, Engineer, Massachu- 
setts Division of Occupation- 
al Hygiene. 


Discussion, led by Dr. Albert 
S. Gray, Director, Connecti- 


cut Bureau of Occupational 
Diseases. 


Il. Toxie Vapors, Their 
and Their Control. 
Dr. W. F. Oettingen, Director, 
Haskell Laboratory of Indus- 
trial Toxicology. E. I. DuPont 
de Nemours & Company, Wil- 
mington, Del. 
Discussion, led by Philip Drink- 
er, Associate Professor of In- 


Hazards 





dustrial Hygiene, Harvard 
School of Public Health. 
\.P.H.A. 


[HE 64th Annual Meeting of the 

American Public Health Asso- 
‘ation will be held in Milwaukee, 
‘1sconsin, October 7-10, 1935. This 
“ganization is a society of 4,500 pro- 
“ssional public health workers 
nose annual sessions review de- 
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velopments in health protection and 
promotion and outline plans and 
policies for future advances. 

Several related organizations have 
announced that they will meet si- 
multaneously with the American 
Public Health Association at Mil- 
waukee. They are: 

American Association of School 
Physicians, 

International Association of. Dairy 
and Milk Inspectors, 

Conference “of State Sanitary En- 
gineers, 

International Society of Medical 
Officers of Health, 

Association of Dairy, Food and 
Drug Officials, 

Conference of Wisconsin Health 
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Officers, and Conference of State 
Laborator Directors, and 

Association of Women in Public 
Health. 

The fourth Health Education In- 
stitute sponsored and conducted by 
the American Public Health Associa- 
tion will be held October 4, 5 and 6, 
prior to the opening of the several 
conventions. 

The subject will be “Health Educa- 
tion in Small Cities and Rural Com- 
munities.” 

A Health Exhibit featuring com- 
mercial, scientific and educational 
displays is a feature of the American 
Public Health Association Annual 
Meetings and will be conducted as 
usual at Milwaukee. 
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Industrial Hygiene 


With Abstract of the Literature 
(17th Year) 


The physician employed by a mining or manufacturing concern or 
any large commercial or service institution is valued not only for his 
ability to treat injured or sick employees, but most of all for his 
knowledge of the various hazards to which employees are or may be 


exposed and his ability to institute effective preventive measures. 


The Journal of Industrial Hygiene is international in scope, with a 
brilliant staff of associate editors in several countries. 
per year it keeps the industrial physician and health worker thoroughly 
well informed as to deleterious conditions found in industrial plants 
throughout the world. Methods of detection, etiology, diagnosis, treat- 
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The preliminary program plans in- 
clude special session on The Role of 
a Health Department in a Program 
of Social Security, Mental Hygiene, 
Professional Education, Veterinary 
Public Health, Diphtheria Immuniza- 
tion, and a session upon the history 
and achievements of the Associa- 
tion’s Committee on Administrative 
Practice, celebrating its 15th anni- 
versary. 

The 10 sections of the Association 
—Health Officers, Laboratory, Vital 
Statistics, Public Health Engineer- 
ing, Industrial Hygiene, Food and 
Nutrition, Child Hygiene, Public 
Health Education, Public Health 
Nursing, Epidemiology—will discuss 
Pneumonia, Trench Mouth, Syphilis, 
Measles, Outdoor Bathing Places, 
Scarlet Fever, Milk Sanitation, Wa- 
ter Sanitation, Foods, Health Educa- 
tion, and many other topics repre- 
senting the responsibilities of health 
authorities. 

The Chairman of the Local Com- 
mittee on Arrangements is Dr. John 
P. Koehler, Health Officer of Mil- 
waukee. The American Public 
Health Association, at 50 West 50th 
Street, New York City, will be glad 
to send program outlines on request. 


Special Libraries Association 


HE Special Libraries Association 

will hold its 27th annual conven- 
tion in Boston June 11-14, with head- 
quarters at Hotel Statler. This rap- 
idly growing organization has now a 
membership of over 1600 trained li- 
brarians who manage the libraries 
of industrial concerns, research lab- 
oratories, banks, business offices, 
newspapers, museums, law, medical, 
scientific, and other societies, as well 
as the specialized departments in 
large public, college and university 
libraries—in fact, any library devot- 
ed to one special field. The impor- 
tance of trained library service to 
such special groups is now widely 
recognized and the Special Libraries 
Association devotes itself actively to 
the improvement of the methods and 
quality of such service. 

The program of the coming meet- 
ing includes visits to the special li- 
braries of Harvard University, Mas- 
sachusetts Institute of Technology, 
and other special libraries in the Bos- 
ton area, besides three general ses- 
sions and a large number of group 
and section meetings. The Science- 
Technology Group, with a member- 
ship of over 200, will hold three 
meetings. There will also be oppor- 
tunity for visits to historic shrines in 
and near Boston. 


International Physiological 


T IS estimated that between 200 

and 300 medical men and scien- 
tists from the United States will at- 
tend the Fifteenth International 
Physiological Congress meeting in 
Leningrad and Moscow, August 8 to 
August 18, 1935. A short, inexpensive 
tour, closely packed with interest, 
has been officially arranged. Reser- 
vations for the tour and for atten- 
dance at the Congress may be made 
through the state medical journals 
for the groups sailing on the SS “La- 
conia” July 19 and on the SS “Ber- 
engaria’ on July 25. Both groups 
will stop over in London and will 
have the opportunity, also, of at- 
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tending there the Neurological Con- 
gress on July 29, 30, and 31. 

A folder describing the expedition 
will be sent upon request. The pres- 
ent organization of state medicine in 
Russia is already a matter of world- 
wide interest to medical men and the 
tour should be a popular one. Dr. 
James S. McLester, president-elect 
of the A. M. A., Prof. A. J. Carlson, 
head of the Department of Physiol- 
ogy at the University of Chicago, and 
Dr. George Halperin, of J. A. M. A., 
will accompany these groups to the 
Congress. 

The physicians attending will be 
registered officially as members of 
the Physiological Congress and will 
enjoy all the privileges of such ap- 
pointment. The Intourist has made 
remarkable concessions in matters of 
price, and doctors’ families may ac- 
company them on the same terms. 
The scientific features of the tour 
will include visits to hospitals, re- 
search institutions, clinics, children’s 
homes, and homes for workers. In 
addition, there will be trips to mu- 
seums, art galleries, theaters, and 
many typical new educational and 
cultural establishments. 

From Moscow the delegations will 
proceed south to Yalta, the heart of 
the Crimea, visiting several great 
collective farms en route. A trip by 
boat along the coast of the Black Sea 
—the Russian Riviera—will afford 
the opportunity of viewing some of 
the most scenic spots in all Europe. 
The return trip will take the visitors 
through Warsaw, Berlin, and Paris. 


Industrial Hygiene Activities 


HE Baltimore City Health De- 
partment, through its Bureau of 
Environmental Hygiene, stands ready 
to assist any of the industrial organ- 
izations in the city in the investiga- 
tion and solution of its health prob- 
lems. While formerly it was custom- 
ary for industrial plants to be reti- 
cent concerning plant sanitation and 
the health of their employees, a 
marked change has been noted in a 
number of instances since the es- 
tablishment of the industrial hygiene 
service in the Health Department. 
Two recent instances indicate a 
willingness and a desire on the part 
of industry to cooperate with the 
Health Department in improving 
health protective measures for em- 
ployees. In one case recommenda- 
tions were immediately put into ef- 
fect for the prevention of a severe 
skin irritation from fruit acids, with 
favorable results. In the other, in 
a large industrial plant, insanitary 
types of drinking fountains have 
been replaced by approved models, 
and arrangements have been com- 
pleted for the installation of foot 
baths in locker and _ shower-bath 
rooms for the control of ringworm of 
the feet. 
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